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PROTEOLYSED LIVER PREPARATIONS 


The digestion of liver with a proteolytic enzyme results in substances, which are 
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oresent in the liver in the form of relatively inert complexes, being converted into 


active haematopoietic stimulants. 
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Wi 4492 ENDOCRINE DISORDERS 


By S. LEONARD SIMPSON, M.A., M.D., F.R.C.P. 
Consultant Endocrinologist, St. Mary’s Hospital and Samaritan 
Hospital for Women; Endocrinologist, Princess Louise 

Children’s Hospital. 
“ Thoroughly recommended to students, general practitioners, 
and consultants.”—British Medical Journal 
Second Edition (1948) 574 pages 122 Illustrations 42s. net 
Oxford University Press 





Fifth Edition Now available 
_eEE= OF MEDICAL STATISTICS 
By A. BRADFORD HILL, D.Sc., Ph.D. 
Demy 8vo 282 +x 10s. 6d. net, plus 6d. postage. 
With Twenty-five Exercises and Answers 
The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 
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Formerly Secretary of the * re Protection Society 
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D. MORGAN, L.D.S. (Leeds) 

Formerly Deputy Dental! Secretary of the British Dental 

Association 
Foreword by Professor R. V. BRADLAW, M.D.S. Dunelm, F.D.S., 


M.R.C.S. ae. 
Professor of Ora] Pathology, Durham University 
Director, Newcastle-upon-Tyne Dental School 








Expert guidance on the > re which confront the 
entis 


Demy 8vo 98 + viii Price 7s. 6d. net, plus 4d. postage 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 
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\MANAGEMENT } 
Edited by W. R. F. COLLIS, M.A., M.D., F.R.C.P., 
F.R.C.P.L, D.P.H. 


Pediatrician, Rotunda Hospital ; Physician, National Children’s 
Hospital, Dublin 
A practical handbook on baby ‘care and management from 
ante- natal care to the end of the first year. . 
0 pages 70 illustrations 17s 6d net 
Wm. Heinemann + Medical Books - Ltd London 
Third Edition Now available 
INTRODUCTION TO 
ISEASES OF THE CHEST 
By JAMES MAXWELL, M.D.(Lond.), F.R.C.P.(Lond.) 
Physician, Royal Chest Hospital; Physician to the 
Ministry’s Mass X-ray Unit; Consulting Physician, 
Royal National Sanatorium, Bournemouth; late 
Physician, St. Bartholomew’s Hospital 
Demy 8vo 308 + xii 66 Half-tone Illustrations 
12s. 6d. net, plus 8d. postage 
Hodder | & Stoughton Ltd., 20. Ww arwick- “square, London, E. C. 4 


ONTROL OF COMMON FEVERS 
By twenty-one Contributors. Arranged by 
Dr. ROBERT CRUICKSHANK and EDITOR of THE LANCET 
Demy 8vo 362 + vi pages 33 graphs 38 tables 
12s. 6d. + 5d. postage 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 


py ROCckine DISORDERS IN CHILDHOOD 
AND ADOLESCENCE 
By H. 8. LE MARQUAND, M.D. (Lond.), F.R. es (Lond.) 
Physician, Royal Berkshire Hospita 
and F. H. W. TOZER, M.D. (Lond.), M.R.C. >. (Lond.) 
Sometime Clinical Assistant, Royal Berkshire Hospita! 


Demy 8vo 298 +x pages Illustrated 15s., plus 5d. postage 
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' INDEX OF NEW 


An Information Service on New Drugs 
It is becoming increasingly difficult for the general practitioner to keep himself fully informed on new pharmaceutical substances and 


© overcome this difficulty ‘‘ The Pharmaceutical Journal has introduced an information service on new products used in medicine. 
The service provides such details as : Composition, Properties, Clinical Indications, Contra-indications, Dosage, References to the Literature, 


Subscribers for 1951 will receive all the cards as they are issued during the current year, a filing cabinet (inland subscribers only) 

Since the inception of this service in 1949 approximately 300 cards 
r an additional fee of two guineas. A cumulative therapeutic index is despatched 
to all subscribers every six months together with a list of analagous preparations. 
classifying products under their therapeutic, diagnostic, or prophylactic uses and under the headings of non-proprietary chemical or laboratory 
names, or a name accepted by the British Pharmacopceia, or British Pharmaceutical Codex. 


Annual Subscription, Two Guineas 


THE PHARMACEUTICAL JOURNAL (Dept. N.P.) 
33 BEDFORD PLACE, LONDON, W.C.! 
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In local treatment 


Penicillin or Propamidine ? 


Effective in streptococcal and staphylococcal 
infections of wounds and burns, propamidine 
possesses certain advantages over penicillin when 


applied topically. 


Propamidine 
does not give rise to sensitization reactions 
does not cause the development of resistant strains 
maintains potency indefinitely under ordinary 


conditions of storage. 


PROPAMIDINE CREAM—M&B 


for the prevention and treatment of sepsis 


in wounds and burns. 


Containers of | oz. and | Ib. 


manufactured by 


MAY & BAKER LTD 


MA48581 
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ETERNAL EVE :. The Story of Women from the Stone Age 
until To-day By HARVEY GRAHAM Royal 8vo 704 pages 
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PRINCIPLES OF INTERNAL MEDICINE 
Edited by T. R. HARRISON, B.A., M.D., with 
245 illustrations. Crown 4to. 90s. net. 

(Just published. ) 


CYTOLOGY OF THE HUMAN 
VAGINA 
By INES L. C. De ALLENDE, M.D., and 
OSCAR ORIAS, M.D. Translated from the 
Spanish by GEORGE W. CORNER, M.D. 
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By NORMAN CAMERON, M.D., Ph.D. 
Demy 8vo. 32s. 6d. net, postage 10d. 
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M.D., A. OSOL, Ph.D. With 252 illustrations on 
45 plates (129 in colour) and numerous tables 





With 75 illustrations. Royal 8vo. 55s. net. and lists. 45s. net. Thin paper edition 55s. net. 





London: H. K. LEWIS & Co. Ltd., 136 Gower Street, W.C.I 


Telephone: EUSton 4282 (7 lines) Telegrams: ‘ Publicavit, Westcent, London" 


OUABAINE ARNAUD 


Product of: LABORATORY NATIVELLE LTD. 




















available in the following forms : 


TABLETS 
2-5 mgm. 1/24 gr. Bottles of 40. 
Supplied in Dispensing Packs of 200. 





Clinical samples and full details of 
Ouabaine Arnaud gladly sent on request. 











SOLUTION 
1/100 - 50 drops — 10 mgm. 


AMPOULES 
Intramuscular injection: 1/2 mgm. — 1/120 gr. 
Intravenous injection: 1/4 mgm. — 1/240 gr. 


LABORATORY NATIVELLE LTD. 


74-77, WHITE LION STREET, LONDON, N.I 





SAFEGUARDING 
HEALTH 


Severe vitamin deficiencies are rarely 
encountered in this country, but 
there are some people who, although 
apparently healthy, exist on the 
borderline of malnutrition and when 
illness arises they may develop a 
frank deficiency syndrome. 


The regular inclusion of Marmite in 
the diet has proved to be of particular 
value in pregnancy and in other cases 
where a deficiency of the B, vitamins 
may easily occur. Marmite is a pro- 
tective food which supplies essential 
vitamins of the B, complex. 


—MARMITE 


yeast extract 


contains : 
Riboflavin (vitamin B,) 1°5 mg. per oz. 
Niacin (nicotinic acid) 16°5 mg. per oz. 
Jars: l-oz. 8d., 2-02. I/1, 402. 2/-, 8-oz. 3/3, 16-oz. 5/9 
Obtainable from chemists and grocers 
Special terms for packs for hospitals, welfare centres and schools 
Literature on application 


The Marmite Food Extract Co., Ltd., 35, Seething Lane, 
5010 London, E.C.3 

















A combination 
of qualities 


The claims of ‘ Dettol’ do not rest 
on any single quality desirable in 
an antiseptic, but rather upon the 
combination of several essential 
properties. It can be used at fully 
effective strengths with safety; that 
is, without risk of poisoning, dis- 
comfort or damage to tissue. It 
retains a high bactericidal potency 
in the presence of blood, it is stable, 
and agreeable in use. 


‘DETTOL’ THE MODERN ANTISEPTIC 


‘Dettol’ is available in 2 gallon and 5 gallon tins free 
of Purchase Tax for dispensing purposes only. Smaller 
sizes, including 1 gallon tins for public use are subject 
to Purchase Tax. 


RECKITT & COLMAN LTD., (PHARMACBUTICAL DEPT.) HULL 
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s free 
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abject 


HULL 
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KAY LEN E- OL 


Kaylene-ol safeguards the mucosa by virtue of its Kaylene 
content which adsorbs irritant toxins from the chyme and feeces. 
Its paraffin constituent counteracts intestinal stasis, 


Specific indications are:— Intestinal stasis and toxeemia, 
chronic colitis, disorders arising from indiscretions of diet, and 
all conditions associated with toxic absorption from the bowel. 


It does not contain any laxative principle other than medicinal 
paraffin, but a modified preparation is also supplied which 
incorporates 0°5% of Phenolphthalein. 


Samples and literature on request 




















INCREASED PREVALENCE 
OF HYPERACIDITY 


One legacy of war-time strain persists. It is evidenced by the number of 
patients exhibiting symptoms of gastro-intestinal disorder. 


The same stress factors of overwork, hurried, irregular meals and the inability 
to relax completely still prevail. 


In such instances, ‘Milk of Magnesia’ is invaluable in securing rapid control of 
discomfort. A colloidal suspension of magnesium hydroxide, it soothes the 
inflamed mucosa, and neutralizes the excess acid, without liberation of gas. 
Furthermore, its mild laxative action ensures removal of toxic waste products. 


‘Milk of Magnesia’ may be prescribed with confidence equally in the mild case 
of dyspepsia or the acute ulcer stage where sustained alkaline treatment is essential. 


‘MILK OF MAGNESIA’ 


THE CHAS. H. PHILLIPS CHEMICAL CO., LTD., 1, WARPLE WAY, LONDON, W.3 
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Not whether but how 


FERROUS SULPHATE is now recognised as the most efficient 
form of iron treatment for hypochromic anemias. The question 
is therefore not “ whether” but “how” it should be administered. 


The preparation should not be too bulky, nor cause gastro- 
intestinal upset, yet it must disintegrate quickly and produce 
maximum hematopoietic response. 


In ‘PLASTULES’ ferrous sulphate is presented in its most 
attractive form—in a semi-solid base in a capsule which rapidly 
dissolves in the stomach, thus ensuring maximum absorption. 
‘PLASTULES’ induce a rapid response without gastric upset. 


*PLASTULES’ are available in four varieties: Plain: with 
Liver Extract: with Folic Acid: and with Hog’s Stomach. 


‘PLASTULES’ Hematinic Compound 


Trade Mark 


JOHN WYETH & BROTHER LIMITED, CLIFTON HOUSE, EUSTON RD., LONDON, N.W.1 
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ee acetylsalicylic acid is one of the most popular and 
efiective non-narcotic analgesics available, its use has frequently 
been discarded by the physician in view of the possibility of its 
irritating the gastro-intestinal tract. 

‘ Alasil’, however, helps to overcome this objection by providing the 
beneficial therapeutic effects of acetylsalicylic acid in such a form that 
it is acceptable even by delicate or disordered digestions. This toler- 
ability is due to the fact that ‘ Alasil’ combines acetylsalicylic acid 
with ‘ Alocol’ (Colloidal Aluminium Hydroxide), an effective gastric 
sedative and antacid. 

For these reasons ‘ Alasil’ is an analgesic, antipyretic and anti- 
rheumatic which can be administered with complete confidence in all 
the conditions in which such an agent is indicated. It is so well 
tolerated that its use can be continued to the desired extent. 








Alasil 


A supply for clinical trial with full descriptive literature 
sent free on request 


A. WANDER LTD., 42 Upper Grosvenor Street, London W.1. 
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A Product of the ‘Ovaltine’ Research Laboratories 
M.321 
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SOMNIFERUM 














nt BRAND 

“4 HYPNOTIC TABLETS 

we: An effective and popular combination of Codein with Barbitone Sodium 
ce and Phenacetin for the treatment of insomnia and nervous restlessness. 


Induces sleep without subsequent depression 


“A The normal hypnotic dose is two tablets 

y 

vn. In bottles of 25, 100, 500 and 1000 tablets 

et. 

. Clinical sample and literature on application to: 

vith 

ch. C. J. HEWLETT & SON LTD. 


MANUFACTURING CHEMISTS 
35-43, CHARLOTTE ROAD, LONDON, €E.C.2 
and at 216, ORR STREET, GLASGOW, S.E. 
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Liver Extract 
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SAN 
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* Ferri et Ammon Cit Q 

: An ideal re} 
K nutritional adjuvant and hematinic e Red Bone Marrow 8 
S tonic for infants, children and adults. ms 

2 oz. bottles, with dropper, 4-8-16 oz. ? Malt Extract re} 

Write for literature and samples to :— a 

: THE S 
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Detecting Deficiency 


EARLIEST symptoms of vitamin B-complex deficiency 
are often difficult to detect without exhaustive and 
far-reaching tests. Where B-avitaminosis is sus- 
pected, for example, when the patient complains of 
“not feeling well’ but is unable to be more 
specific, administration of total B-complex as 
provided in ‘ BEPLEX’ is indicated. 

* BEPLEX’ is available in two forms—Elixir and 
Capsules. Both provide in convenient and complete 
form all the elements of the B-complex as contained 
in yeast extract. The Elixir is available in bottles 

of 4 oz. and the Capsules in bottles of 50. 


* Beplex’ 


Trade Mark 


Elixir and Capsules 











JOHN WYETH & BROTHER LIMITED, CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 (eth) 








Proteolysed Liver B.P.C 


Indications : all forms of macrocytic anaemia, refractory 
anaemia, hypoproteinaemia, coeliac disease, sprue, 
anaemia of pregnancy and lactation, tuberculosis, 
debility, pre-operative and post-operative. 


Brochure supplied on request : 


Paines & Byrne Ltd 


Pabyrna Laboratories, Greenford, Middlesex 


Telephone : PERivale 1143 (5 lines) Telegrams: ‘Glands Greenford’ 
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CHEMOTHERAPY OF TUBERCULOSIS 





Recent clinical trials suggest that the calcium salt of P.A.S. 
is more palatable than the sodium salt, and gives rise to 
less gastro-intestinal side effects. Slightly higher blood 
levels and lower rates of excretion are achieved than 
with the sodium salt. Clinical workers regard it as 
worthy of further study. It is available in the form of 
cachets and powder. 


‘PARAMISAN CALCIUM’ 


Trade Mark Brand 


Literature and prices Calcium para-Aminosalicylate 


available on application to 








HERTS PHARMACEUTICALS LIMITED, a ne 
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‘everything 
seems to 
go wrong...’ 


How often you hear it in your surgery! Many by supplementing the-normal resources of 
people today, harassed and run down, find the body. It is a balanced composition of 
themselves unable to contend with all the liquid extract of liver B.P., extract of yeast, 
small irritations and minor mishaps of life. vitamin B, and nicotinic acid. Recommended 

Livogen is invaluable in all cases of dosage is two teaspoonfuls once or twice 
nervous depression, reduced vitality and daily. Literature and samples available to 
general debility. It restores vitality rationally, members of the medical profession on request. 


*LIVOGEN’ 


Bottles of 4 and 16 fluid ounces 
THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.1 
Len/E/97 
A, Ep EU, 
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AVENUE OF THE 


Formerly P.W.R. Export Corporation 


The Weapon 


that breached the wall 


For thousands of years, the dark rider on the 
white horse—a symbol of pestilence and disease 
—has thrown a frightening shadow over man- 
kind. But in every generation there were men in 
whom this fear kindled the desire to help and heal. 
Their painstaking research and _ indomitable 
spirit forged the weapon that breached the wall 
to health. 
In recent decades, this exploratory zeal has been 
richly rewarded with many impressive achieve 
ments in the field of medicine. Witness the birth 
of the vitamins . . . penicillin . . . streptomycin 
the sulfa-drugs, to mention only a few. 
Vitamins - 


Streptomycin Penicillin 


a ee 
Horseman of the Apocalypse 


y by the famous American artist, 
"ARS Malvina Hoffman. 
°c dl 
'g 
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to health 


These fine chemicals are destined to play an increas- 
ingly important role in man’s fight against disease. 
They are modern 
health and life. 

As a pioneer in 

essential 


served 


weapons for safeguarding 
and 
& Co., 


more 


developing 
Merck 


well 


producing 
Inc. has 
than four 
Thanks to its unvarying standards 
purity and the reliability of its 
Merck & Co., Inc. is recognized 
today as one of the world’s foremost manu- 


medicinals, 
mankind 
generations. 


for 


of highest 
products, 


Write us for literature on products in which you are interested. 


(NORTH 


AMERICAS, NEW 


AMERICA) INC. 


facturers of lifesaving antibiotics and other 

fine chemicals. 

Antimalarials Prescription Chemicals 
EXPORT 


See SO, IS Eg wD OO 


Chemists 
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Penieillin 


Oral 
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Pe... ORAL TABLETS—BOOTS 


are prepared from penicillin G (crystalline 
potassium salt). This salt is not only 
very stable but has the advantage that the 
characteristicflavour of theantibioticis less 
pronounced than withother pencillin salts. 

Penicillin Oral Tablets—Boots can be 


used for treating adults (except in very 
serious conditions). They are particularly 
suitable for children when repeated in- 
jections may be a serious obstacle to 
treatment. 

Tablets of 100,000 I.U. 

Containers of 10, 20, 100 or 500. 


Because of their small size, these tablets are 
specially suitable for the oral administration of 
penicillin to infants and young children. 


Literature and further information from the Medical Dept., 
BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM ENGLAND. 
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“TAORYL’ 


TABLETS 


Bis [1-(carbo-f-diethylaminocthoxy)-1-phenyl-cyclopentane] 
-ethane disulphonate. 


A new antispasmodic for the 
RELIEF OF COUGHS 


The peripheral spasmolytic effect of 
“TAORYL” is not accompanied by any 
action on the central nervous system, in 
which respect it differs from drugs of 
the morphine series. 


In containers of 20 and of 200 tablets. 


Samples and Literature on request. 


PHARMACEUTICAL LABORATORIES GEIGY LTD. 
National Buildings, Parsonage, Manchester 3. 
Telephone : BLAckfriars 9421/5 | Telegrams: “‘ Geigypharm,” Manchester 
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New Product 


TRAFURIL 
CREAM 


Well tolerated and non-irritant 
RUBEFACIENT 


for use in 


CHILBLAINS - MUSCULAR RHEUMATISM 


LUMBAGO - FIBROSITIS 


Tubes of 20 g. Jars of 1 lb. 


Please apply for literature and sample 


CISA | 


(* Trafuril’ is a registered trade mark denoting tetrahydrofurfuryl 


nicotinic acid ester) 








Reg. user 
CIBA LABORATORIES LIMITED 


HORSHAM, SUSSEX 





Telephone : Horsham 1234 Telegrams : Cibelabs, Horsham 
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ALEUDRIN 
ALEUDRIN 


TRADE MARK 


ALEUDRIN 


The ORIGINAL Brand 
N - Isopropyl - nor - adrenaline sulphate 





Packing: ALEUDRIN Tablets 0.02 g. 
for sublingual administration 


Tubes of 20 and bottles of 100 tablets 
* The “LEWLAB” INHALERS are particularly 


recommended for use with ALEUDRIN Solution ALEUDRIN Solution 1% for inhalation* 
Bottles of 10 and 120 c.c. 
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Penicillin by mouth has manifold advantages. * Tabloid ’ Penicillin may be used alone or as an 
* Tabloid ’ Penicillin : 

e Obviates the discomfort of injections. 

e ls preferred by the patient. my 

@ Reduces demands on the practitioner’s conditions requiring high dosage, a new strength 

time. —200,000 i.u.—is now available in addition to 


@ Is especially useful for children. the 20,000 i.u. and 100,000 i.u. already issued. 


TABLOID PENICILLIN 


FOR ORAL ADMINISTRATION 


adjunct to parenteral penicillin—for example, to 


maintain adequate blood levels at night. For 
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1 Diphenan B.D.H. kills the worms in the 
gut: thus perianal deposition of eggs is 
decreased and risk of reinfection is 
reduced. 

2 Tablets of Diphenan B.D.H. are easily 
crushed, thereby adding to convenience of 
administration. 

3 Diphenan B.D.H. is odourless, tasteless 
and colourless. Staining of the feces and 
resultant staining of napkins and clothing 
is avoided. 





least toxic oxyuricide 


4 Diphenan B.D.H. is non-toxic, even to 
babies. 

5 Doses of from } tablet to 2 tablets three 
times a day according to age are recom- 
mended. 

6 Diphenan is the official name for 
p-benzylphenylcarbamate. It may be 
prescribed as 


DIPHENAN B.D.H. 


0.5 GRAMME SCORED TABLETS IN BOTTLES OF 20 AND 100 


Further information and pads of instruction sheets for patients are available from 


THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.1 
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varicose veins 


the most 
efficient injection treatment 


Ethamolin offers specific advantages over any 
other sclerosing agent for varicose veins. Given 
sufficiently early, Ethamolin frequently brings 
lasting benefit; marked relief can be obtained 
even in cases of prolonged untreated varicosity. 
Ethamolin forms a firm, adherent thrombus. 
Sloughing is not caused if the solution escapes 
around the vein and there are no aeneral re- 
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actions except in the very rare case of hypersen 
sitivity. The total dosage required is normally 
less than 6 cc.; being powerfully bactericidal, 
Ethamolin reduces the risk of infection to a mini 
mum. With Ethamolin the practitioner is thus 
equipped to deal with the majority of his varicose 
patients without need to resort to operative 
measures. 


INJECTION OF ETHANOLAMINE OLEATE B.P. 
2 cc. Ampoules : box of 6, 4/- : box of 100, 50]- 
30 cc. bottle 5/- 


Prices subject to usual professional discount 
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EXTRAPLEURAL PNEUMOTHORAX IN 
THE TREATMENT OF PULMONARY 
TUBERCULOSIS* 


E. Murstap 
M.D. Oslo 
OPLAND FYLKESSYKEHUS, LILLEHAMMER, NORWAY 


THE aim of collapse treatment in pulmonary tuber- 
culosis is to close a cavity. We must therefore try 
in each case to select the procedure which offers the 
best chance of closing the cavity completely, without 
leaving a residual cavity, with the least operative risk 
and the least mutilation of the patient, and preserving 
as much as possible of the respiratory function of the 
lungs. 

It has been and is the prevailing opinion that an 
intrapleural pneumothorax is the method of choice, and 
that an extrapleural pneumothorax or a thoracoplasty 
should only be considered after an intrapleural pneumo- 
thorax has proved unsuccessful. Perhaps the risk of 
getting a rigid lung after an intrapleural pneumothorax 
will change this view and lead us to prefer an extra- 
pleural pneumothorax or a thoracoplasty even in cases 
where adhesions do not preclude an” intrapleural 
pneumothorax. 

Operations on the phrenic nerve are of restricted 
value ; they are indicated only in special cases, and are 
not discussed here. 

There remain two methods, extrapleural pneumo- 
thorax and thoracoplasty, to be used in cases where 
intrapleural pneumothorax has failed or has been deemed 
objectionable. 

The common opinion has been that the induction of 
an extrapleural pneumothorax is a rather poor and 
unreliable operation, only to be performed where a 
thoracoplasty is to be avoided. In our hospital ten 
years ago, when we began to use extrapleural pneumo- 
thorax, we followed this rule. But gradually it became 
evident that extrapleural pneumothorax has merits of its 
own, and for the past few years it has been preferred 
unless there is some special contra-indication. 

We have performed this operation in over 700 cases, 
but the statistical data given here are based only on the 
600 operated on up to 1947, which were reinvestigated 
in 1948 by Dr. Leif Martin. He will publish his findings 
elsewhere. 


TECHNIQUE 


General anzsthesia has been used in nearly all the cases. 
A longitudinal incision, 10 in. long, is made between the 
midline of the back and the margin of the scapula. The 
scapula is retracted, and 4 in. of the 5th rib is resected. After 
incision of the periosteum in the bed of the rib a thin layer 
of loose connective tissue, the endothoracic fascia, appears 
in the wound. This is used as a plane of cleavage, and the 
lung is peeled off from the chest wall, first with a finger and 
then with a small swab on long forceps. Adhesions are cut 
with a pair of long scissors. Bleeding-points are caught with 
forceps and coagulated. It is important not to enter the 
pleura or an adherent superficial cavity. Small cavities 
in the top of the lung, with dense fibrous adhesions in the 
extrapleural layer, are dangerous. Cavities a little further 
down are not so dangerous in this respect even if they are 
large and superficial (but they may perforate later). The 
lung is freed to the hilum on the mediastinal side; on the 
chest-wall side the extension of the stripping depends on 
the size and location of the cavity ; an average extrapleural 
space has its lower limit at the eighth rib laterally. 

In some cases it is possible, by pushing with the gauze 
swab, to separate the diseased segment from the healthy part 
of the lung, thereby getting a very selective collapse. This 








*A lecture read to the Department of Thoracic Surgery, 
Royal Victoria Infirmary, Newcastle upon Tyne, on 
Oct. 5, 1949. 


6650 


ORIGINAL ARTICLES 





[res. 10, 1951 





separation is started posteriorly in the interlobar line, and 
continued in a horizontal! direction anteriorly. The diseased 
segment seems to contract during this manipulation, and at 
the end of the operation it looks like a firm globe, the size 
of a small orange, on top of the remaining non-collapsed 
lung. 

The extrapleural space is partially filled with an anti- 
coagulant fluid, 300 ml. of a 1% solution of sodium citrate. 
This fluid will have to be renewed frequently during the 
first few days. To spare the patient frequent needling, and 
to obtain better aspiration, a soft rubber catheter is passed 
through the 6th intercostal space posteriorly, and laid along 
the chest wall as far as the lower end of the incision, beneath 
the muscles (forming a kind of Witzel fistula), to prevent 
leakage when it is removed. 

The entrance to the extrapleural space is closed with two 
pericostal catgut sutures and a continuous silk suture in the 
intercostal muscles. A continuous silk suture is also used 
in two layers in the rhomboid and trapezius muscles. After 
the skin has been sutured, penicillin 50,000 units is injected 
through the catheter, which is then closed and put beneath 
the bandage. 

A few hours later the fluid is aspirated and a fresh solution 
of sodium citrate and penicillin is injected. The frequency 
of further aspirations depends on the amount of bleeding, 
as suggested by the patient’s sensation of pressure in the 
chest and by the radiographs. The catheter is removed on 
the fourth day, and the later aspirations are done by acu- 
puncture. The patients are allowed out of bed the day after 
the operation. 

During the first week there is no danger of the pressure 
in the extrapleural space getting too low, permitting the lung 
to re-expand; the hemorrhage and the secretion of wound 
fluid will prevent this. But after a week or two great care 
must be taken with the pressure, and refills must be given 
every other day for two to four weeks, then twice a*week 
for two to four months, after which the intervals are gradually 
lengthened until, after a year, refills are made every two to 
four weeks. 

ADVANTAGES 


The advantages of an extrapleural pneumothorax 
are obvious : 

(1) The operation does not carry with it any deformity. 
This is very important. Patients are often more worried 
about the disfiguration after a thoracoplasty than is commonly 
supposed. In our hospital we have had as house-surgeons 
several young men who had recently had pulmonary tuber- 
culosis and had lived as patients in sanatoria, and they have 
all told me that most patients, men as well as women, worry 
a great deal about their deformity after a thoracoplasty. 

(2) Extrapleural pneumothorax is a one-stage operation. 

(3) Above all, it gives a more complete and more selective 
collapse than any other procedure. 


The ideal procedure would free the diseased segment 
of the lung only, permitting it to retract completely, 
while the rest of the lung remained undisturbed in contact 
with the chest wall. An extrapleural pneumothorax 
gives a nearly ideal collapse, more selective than an 
intrapleural, especially when it is possible to do an 
intersegmental stripping. (In two cases we have 
established an extrapleural pneumothorax over the lower 
lobe, separating it from the upper lobe, which has 
remained in contact with the thoracic wall.) 

Modern thoracoplasty, in which long lengths of the 
ribs over the diseased part of the lung only are resected, 
gives a rather selective collapse, but the collapse after 
an extrapleural pneumothorax is still better. When a 
pneumolysis is added to a thoracoplasty, the collapse is, 
to begin with, nearly ideal, just as in an extrapleural 
pneumothorax. But later the collapsed lung will 
partially re-expand, to fill the empty space which is 
created when the air and the wound fluid are gradually 
absorbed. One can observe this when doing the second 
stage of a thoracoplasty, and one can follow the 
re-expansion by radiography. 

This re-expansion may perhaps be prevented by 
filling the space with air or oil for a few weeks until the 


F 


ribs covering the collapsed lung have regenerated. 
This procedure to some extent relinquishes one of the 
essential advantages of thoracoplasty—i.e., absence of 
a dead space with its inherent risk of infection and 
bronchial fistula. But perhaps the additional layer 
covering the collapsed lung may give some protection 
against the development of a bronchial fistula. 


DISADVANTAGES 


An extrapleural pneumothorax gives a_ reversible 
collapse. This is an advantage in cases requiring only 
a temporary collapse, but a drawback when a permanent 
collapse is desired. But I cannot see why an extra- 
pleural pneumothorax should not be maintained per- 
manently. After a year the intervals between refills 
can be lengthened up to four weeks, and a visit to the 
doctor every four weeks is not a very great burden for 
the patient, provided he does not live too far from a 
hospital or a physician who can do the refills properly. 
An extrapleural space always carries the risk of infection 
leading to tuberculous empyema or bronchial fistula ; 
but experience has shown that these complications 
decrease in incidence when some months have elapsed 
after the operation. Moreover, it is not easy to tell 
beforehand in any given case whether a permanent 
collapse will be required or not. 

It is commonly said that a cavity which has been 
treated by intrapleural pneumothorax and has reopened 
has proved that it demands a permanent collapse, and 
therefore should not be treated by extrapleural pneumo- 
thorax. But in many cases it is doubtful whether the 
intrapleural pneumothorax really has offered the diseased 
segment of the lung the opportunity of a complete collapse. 
In doing an open intrapleural pneumolysis I have often 
seen that the adhesions are much stronger than would 
be expected from the findings on thoracoscopy and 
radiography. 

A bronchial stenosis is considered a contra-indication 
to all forms of temporary collapse, and therefore to an 
extrapleural pneumothorax. The stenosis is supposed 
to prevent the lung from re-expanding when the refills 
are discontinued; and, if the lung does re-expand, 
there will be a risk of bronchiectasis. This question 
needs further investigation. It is hard to know how 
much of this belief is based on facts. Moreover, 
streptomycin may possibly change the outlook. 

It may be impossible to establish an extrapleural 
pneumothorax, because of adhesions. This happened 
in 21 (3%) of our cases. One cannot tell beforehand in 
any given case whether the operation will be possible 
or not; the only warning sign of any value is the 
appearance of very narrow intercostal spaces on the 
radiographs. 

It is important not- to force the operation, but to 
abandon the pneumolysis and do a thoracoplasty if the 
separation of adhesions is too hazardous ; perforating a 
cavity is a very tragic event. We have perforated a 
cavity in 6 cases (1%). I think some of these accidents 
ought to have been avoided, but I do not think one 
can completely avoid this calamity without being too 
cautious, abandoning too many pneumolyses. 

A further contention is that the maintenance of 
extrapleural pneumothorax is often difficult, and that 
it is often impossible to prevent the extrapleural space 
from shrinking and allowing the lung to re-expand 
before the cavity is healed. 

The extrapleural and the intrapleural spaces are very 
different. The extrapleural space is a wound space, 
lined with vascular connective tissue., If the lung is 
allowed to expand, even to a small extent, adhesions are 
rapidly formed in the sinus (x, in fig. 1) between the 
lung and the chest wall, and what is lost in this way is lost 
for ever; it cannot be regained later by refills. 'There- 
fore one must be very careful to keep a sufficient pressure 
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in the extrapleural space, preventing the lung from 
coming into contact with the chest wall in the sinus, 
even for a short time. It is not necessary to have a very 
high pressure; but to avoid very frequent refills it is 
practical, and harmless, to raise the pressure to 30-40 cm. 
of water. 

After two or three months the wall of the extrapleural 
space is no longer a wound surface. In re-operations 
and at necropsies at such a time the extrapleural space 
is found to be lined by a smooth, shining white membrane 
not unlike pleura. The danger of rapid formation of 
adhesions is then much less, and the intervals between 
the refills can be lengthened. 

If there are blood-clots in the recess of the extra- 
pleural space these may become organised and cause 
shrinkage even if the air- 
pressure is kept at the proper 
height. To prevent this we have 
filled the extrapleural space 
partially with an anticoagu- 
lant fluid. We have not suc- 
ceeded in completely preventing 
the clotting in all cases, but I 
believe this device has been of 
considerable help. The preven- 
tion of clotting and the more 
complete evacuation of blood may also be of importance 
in the prevention and treatment of infections of the 
extrapleural space. 

With due care it is nearly always possible to maintain 
an extrapleural space as long as one wishes. In 6 (1%) 
of our cases the lung re-expanded soon after the operation ; 
these cases were all among our early ones. 


Tearing of the pleura, causing an intrapleural pneumo- 
thorax, occurred in 24 cases (4%). This accident may 
to some extent, but not completely, be avoided by 
careful technique. We have succeeded in closing the 
ruptured pleura airtight in only 1 case. In most cases 
we have removed the diaphragm between the extra- 
pleural and the accidental intrapleural spaces, but 
these combined spaces do not do very well, there being 
often much reaction and much trouble in the after- 
treatment. Perhaps the best thing to do is to inflate 
the lung, close the wound, and operate again after some 
weeks, when adhesions have formed. 

Hemorrhage is often alleged to be a grave objection 
to the extrapleural pneumothorax. The blood-loss 
during the operation is in most cases 200-300 ml. 
Bleeding uncontrollable by the usual means has occurred 
in 7 cases (1%). In 2 of these we did a thoracoplasty 
to get at the bleeding vessel; and in the remaining 5 
we put in a pack, closed the wound without drainage, 
and re-operated two days later. 

A far more serious problem is postoperative bleeding— 
oozing from the large wound surface of the extrapleural 
space. We have tried to calculate the postoperative 
blood-loss by estimating the amount of hemoglobin 
in the aspirated fluid. A- third of the patients lost 
more than 2 pints, and a tenth lost 4 pints or more. 
The hemorrhage has in many cases been rather alarming ; 
in 1 case 22 transfusions were given. 1 patient died 
despite numerous transfusions. (It is impossible to tell 
what part hemorrhage has played in the mortalities 
counted as due to infection or spread of tuberculosis 
in the lungs.) 

Early postoperative pyogenic non-tuberculous infection 
of the extrapleural space developed in 29 cases (5%), 
and 7 of these patients died. This is a regrettably high 
incidence of postoperative infection. During the last 
two years there has been no infection in 162 cases. This 


Fig. |. 


improvement may be due to penicillin, but it must be 
borne in mind that there was a remarkably high incidence 
of pyogenic infections in our population during the war 
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and the occupation. Today postoperative infection of 
the extrapleural space is very rare. 

The evils and complications commonly adduced as 
objections to an extrapleural pneumothorax—the diffi- 
culty of maintaining the extrapleural space, the risk of 
hemorrhage, and the risk of pyogenic infection—should 
not. be overemphasised. In our view the main dis- 
advantages are the late complications—the tuberculous 
empyemas and, above all, the bronchial fistulz. 

It is a matter of judgment which cases should be 
counted as empyemas. Many patients have a scanty 
cloudy fluid in the extrapleural space, often growing 
tubercle bacilli on culture. The fluid may be present 
for a long time; it disappears either spontaneously or 
after a few aspirations. The general health of the 
patient is not impaired. These cases I have not counted 
as empyemas, nor the cases in which the fluid has been 
more purulent but has not tended to increase. Such 
cases excluded, there have been 73 cases (12%) of tuber- 
culous empyema. Of these 73 patients 12 died, 10 
of them of bronchial or esophageal fistula. 

The most serious complication, and the strongest 
objection to the extensive use of extrapleural pneumo- 
thorax, is the bronchial fistula. In our series there 
were 28 cases (4:7%) of bronchial fistula and 3 cases of 
«esophageal fistula. 

What is the etiology of the bronchial fistula? We 
have done a necropsy in 6 cases, and 4 showed an identical 
picture: the lateral wall of the tuberculous cavity was 
almost entirely destroyed, the rest of the cavity forming a 
shallow crater, into the floor of which opened a bronchial 
branch. Of these 4 patients, 3 had got their fistule 
within two months after the operation. In 13 of our 28 
cases the bronchial fistula had developed within four 
months after the operation; so probably the patho- 
genesis of the fistula in most of these early cases is the 
same—-necrosis of the wall of a superficial cavity. 

In 15 cases the bronchial fistula developed several 
months after the operation, and in 11 of them the 
patients had had tuberculous empyema for weeks and 
months before showing signs of a bronchial fistula— 
expectoration of purulent fluid and impossibility of 
raising the pressure in the extrapleural space by refills. 
(It may be impossible in any given case to tell which is 
primary, the empyema or the fistula.) 

If large superficial cavities and long-standing empyemas 
are important ztiological factors in the development of 
bronchial fistule, extrapleural pneumothorax should be 
avoided in cases with large superficial cavities, though 
it may be right to deliberately run the risk of a bronchial 
fistula if there are weighty indications for preferring 
an extrapleural pneumothorax to a thoracoplasty— 
¢.g., bilateral tuberculosis with low vital capacity and 
poor general condition. And care must be taken to 
evacuate an empyema often enough to prevent it from 
perforating into the lung and yet not too often. 


RESULTS 


To assess the results it is absolutely necessary to group 
the cases, though strong objections may be raised to 
any system of grouping. 

The operative mortality and the chances of closing 
the cavity depend to a large extent on the following 
factors : 

1. The size and the position of the cavity. The larger 
the cavity the greater is the risk of postoperative spread. 


2. Respiratory function. The best way of assessing the 
respiratory function is to observe the patient in everyday life. 
But to provide an objective scale we have used the vital 
capacity (we have not computed the percentage of normal, 
taking the patient’s weight and height into consideration). 


3. The resistance of the patient, the phase of the disease. 
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We have adopted the following classification for 
unilateral operations : 


| Maximum 











Minimum 
“a | diameter | niente es vital ai 
Group | of cavity | Cavity not below capacity Phase 
} (cm.) | (e.cm.) 
I 4 } 5th rib 2500 Good 
II 5 | 5th rib if there is an 1300 Average 
| intrapleural pneumo- 
} thorax on the other 
| side 
| 
Ill 
| 
Patients who fail to meet one or more of the criteria for a group 


are placed in the next lower group. 


Cases in which operation on both sides was either 
performed or planned are placed in group Iv. 

As operative deaths we have counted those which 
seemed to be a consequence of a complication (usually 
pulmonary) with a plausible causal connection with the 
operation, regardless of the time elapsed between the 
operation and the death, and regardless of the patient’s 
having left the hospital or not. 

Group I 

In group 1 (fig. 2) there were 107 patients, of whom 
2 died (both from pulmonary embolism), 2 had pul- 
monary complications, and 2 infection of the extra- 
pleural space. Of the 105 surviving patients, 101 
(96%) had a negative sputum and 4% a positive sputum. 

Fig. 3 shows that of the 101 patients with negative 
sputum 89 (88%) had remained negative and 12 had 
become positive in one to eight years. Only 1 of the 
recurrences was on the operated side. 

Group II 

In group 0 (fig. 2) there were 166 patients, of whom 
11 (6-6%) died. In 6 cases death was due to pulmonary 
embolism. (Most of the embolisms occurred in infected 
cases. During the period when there were many infec- 
tions of the extrapleural space, we often saw thrombosis 
in the arm and always on the operated side. During 
the later years, when there were no infections, there was 
no thrombosis and no embolism. Is this a coincidence, 
or has there been a causal connection between infections 
of the extrapleural space and thrombo-embolism ?) 
4-8% had pulmonary complications and 4-2% infection. 
Of the 155 surviving patients 127 (82%) had a negative 
sputum. 

Fig. 3 shows that after one to eight years 112 (88%) 
of the 127 patients remained negative, and 12% had 
become positive. Most of the recurrences were in the 
non-operated lung. 























4% : 
ieee oy com! Liat as 
UZ 
+ |60% 
14% 
2% +44 96% 5% pad 88% fy 
15% — |40% 
2% 
a (|__| mm L_ bas 
2 105 W 155 16 93 
. ~~ -) ~ ~~ 7 
GROUP I GROUP IL GROUP If 
(107 patients ) (166 patients ) (109 patients ) 


GM OPERATIVE MORTALITY 
PYOGENIC INFECTIONS 
[==] PULMONARY COMPLICATIONS 


Fig. 2—Immediate results of extrapleural pneumothorax, White 


columns show sputum findings in each group. 
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Growp III 

In group 111 (fig. 2) there were 109 cases, many of them 
very poor cases, and the mortality was high (15%). 
Most of the deaths were due to spread of tuberculosis. 
The frequency of spreads and of infection was high, 
being 14% and 7% respectively. Of the surviving 93 
patients 38 (40%) had a negative sputum. 

Fig. 3 shows that after one to eight years?29 (78%) 
of the 38 patients had remained negative. There were 
7 recurrences, 2 in the operated and 5 in the non-operated 























+ |12% + |12% 
— Se + |22% 
=_— 
- 8% - % 
88% os a ee 
2% 3% 
GROUP I GROUP II GROUP Il 


(101 patients ) (127 patients ) (38 patients ) 


Fig. 3—Follow-up I-8 years later of patients who had negative sputum 
immediately after operation. 


lung. In 2 cases there was only a single positive culture 
during a cold, between several negative cultures. 
Group IV 

Group Iv was very heterogeneous, comprising good 
and poor cases, and cases treated by combinations of 
thoracoplasty and extrapleural pneumothorax. In 139 
cases extrapleural pneumothorax was planned on both 
sides. In 82 of them the operation on the second side 
was abandoned, leaving 57 cases of bilateral extra- 
pleural pneumothorax. The operative mortality was 
10% (13 patients died after the first stage, and only 1 
after the second stage). Of the 57 patients who under- 
went the bilateral operation, in 41 (72%) the sputum 
became negative. After one to eight years 1 of these 
41 patients had died of pulmonary tuberculosis, 1 -of 
renal tuberculosis, and 1 of rheumatic carditis. The 
surviving 38 patients were free from clinical symptoms, 
and their radiograms showed no recurrence, but 5 of 
them had one positive culture during a cold, among 
numerous negative cultures: 35 were able to work. 
It is often astonishing to see how well patients with rather 
large extrapleural spaces on both sides are doing. If 
their diaphragm js not rigid, and if they have learnt 
to breathe with their abdomen, they are not much 
troubled by shortness of breath. 


CONCLUSIONS 


In summing up, I shall not try to draw strict and 
clear-cut conclusions about the value of, and the indica- 
tions for, extrapleural pneumothorax. I believe, how- 
ever, that the advantages of this procedure have been 
underestimated, and the disadvantages exaggerated. 

The most serious disadvantage is the risk of bronchial 
fistula. 

We must learn to know more about what happens 
when the refills are discontinued and the lung is allowed 
to expand. The cases we have followed for periods of 
one to eight years have done well, but what will happen 
to them in another three or four years remains to be 
seen. 

Regardless of what will then be found, we can now 
say that in bilateral cases, and in poor cases, extra- 
pleural pneumothorax is very valuable and in some 
desperate cases enables us to do something for patients 
who otherwise would be left untreated. 
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THis paper is based on 40 consecutive cases of 
histologically confirmed Hirschsprung’s disease, and our 
purpose is to record (1) a genetic study of the disease 
in the families of 37 of these children ; (2) a follow-up 
account of the 37 cases treated by rectosigmoidectomy ; 
and (3) our views on the pathology, especially in relation 
to the length of the abnormal bowel segment. Lastly 
(4), we shall describe an example of a hitherto unreported 
condition which may be a variant of Hirschsprung’s 
disease. 

Bodian et al. (1949, 1950) have classified megacolon 
without organic obstruction into two principal groups : 
Hirschsprung’s disease proper and idiopathic megacolon. 

The second group is much the commoner and the 
megacolon results from chronic constipation, which is 
probably acquired some time after birth. Retention of 
fecal material leads to passive dilatation of the colon 
and rectum and to shortening and flattening of the anal 
canal. The radiological diagnosis from Hirschsprung’s 
disease is made by demonstrating dilatation to the anus. 
The condition is benign and susceptible to persistent 
treatment with bowel washouts. 

Hirschsprung’s disease proper is a congenital mal- 
formation, only microscopically demonstrable, affecting 
a variable length of terminal bowel. The pathology is 
an agenesis of intramural ganglion cells and a dysplasia 
of autonomic nerve bundles. Its functional manifesta- 
tion is lack of coérdinated peristalsis in the affected seg- 
ment, leading secondarily to an active type of megacolon 
in the bowel proximal to this. The demonstration by 
barium enema of undilated or narrow bowel distal to the 
megacolon is diagnostic. Resection of the inert distal 
bowel by rectosigmoidectomy is now considered the 
rational treatment of Hirschsprung’s disease. 


A Genetic Study of Hirschsprung’s Disease 


The few published reports on the familial incidence 
of Hirschsprung’s disease refer only to isolated families, 
and most of them are not based on adequate diagnostic 
(radiological or pathological) criteria. We shall discuss 
only four of these reports—two in which the diagnosis 
was confirmed histologically (Dalla Valle 1920, 1924, 
Zuelzer and Wilson 1948) ; one in which a condition that 
was probably Hirschsprung’s disease affected more than 
one generation (Buttersack 1927); and one in which 
Hirschsprung’s disease was probably present in a pair of 
twins (Popper 1920). 


PREVIOUS PUBLICATIONS 

Dalla Valle (1920, 1924) reported on 2 brothers who died 
at 10 months and 16 months with megacolon., Histological 
examination in both cases revealed absence of ganglion cells 
from Auerbach’s plexus in the sigmoid colon, which was of 
normal calibre. Normal ganglia were found in the dilated 
colon. These children had two normal brothers and two 
brothers who died at 6 and 14 days with symptoms of intestinal 
obstruction and probably had Hirschsprung’s disease. 

Zuelzer and Wilson (1948) gave details of 11 of the 12 
children in a remarkable family. One boy and one girl 
died at 14 and 15 days with intestinal ebstruction ; at necropsy 
long narrow segments of bowel were found extending from the 
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anus to the splenic flexure, and absence of ganglion cells 
was noted in both cases. In two girls who died at 3 weeks 
and 4 years no necropsy was done, but a narrow segment 
was demonstrated at laparotomy in the infant and by barium 
enema in the older child, extending to the splenic flexure 
in the infant and to the pelvirectal junction in her sister. 
In one other child (sex not given), who died at 3 days with 
symptoms of intestinal obstruction, barium enema suggested 
an abnormal segment, probably involving the entire colon ; 
organic obstruction was excluded at necropsy. We consider 
these last 3 children clinically proved cases of Hirschsprung’s 
disease. The other 6 siblings (1 boy and 5 whose sex was not 
mentioned) were unaffected. The father, aged 37, was 
reported to be well but constipated since birth. 

Buttersack (1927) described a family in which a man, his 
son, @ niece, and a nephew were probably affected with 
Hirschsprung’s disease. The father, aged 38, had symptoms 
of chronic intestinal obstruction from early childhood; at 
35 his descending and sigmoid colons were resected and were 
found to be enormously dilated and hypertrophied though 
there was no obstruction on the distal side.. His son died 
at 5 weeks with intestinal obstruction, and necropsy showed 
hypertrophied and dilated colon and sigmoid but no stenosis 
distally. A niece, aged 4 years at the time of the report, 
had symptoms of intestinal obstruction since birth. A 
nephew died of intestinal obstruction at 11 days; there was 
no necropsy. 

Popper (1920) reported on a pair of female twins. One 
had passed no meconium and died at 4 days from intestinal 
obstruction; there was no necropsy. The other twin was 
treated with repeated enemas for retention of meconium 
and was reported alive at 28 weeks, though with a distended 
abdomen and visible peristalsis; the barium enema X-ray 
film published shows a typical narrow segment of average 
length. No evidence is given'whether these twins were mono- 
zygous or dizygous. We consider that the first twin was 
probably a case of Hirschsprung’s disease, and we accept 
the radiological evidence in the other as proof of the diagnosis. 





l—Index case 31 and his affected twin brothers. 


HIRSCHSPRUNG’S DISEASE [FEB. 10, 1951 303 





PRESENT INVESTIGATION 

Since: there are now definite pathological criteria 
for the diagnosis of Hirschsprung’s disease, it seemed 
worth while to investigate the incidence of the disease 
in the families of a consecutive series of histologically 
established cases. At the Hospital for Sick Children 
40 cases were available for this study and by chance 
the children were all unrelated ; 37 of the 40 were boys. 
One was an adopted child. The parents of 3 others had 
emigrated, but in one of these cases the grandparents 
provided a family history. The series, therefore, includes 
37 index cases of Hirschsprung’s disease in which the 
diagnosis was established by histological examination 
of surgical or necropsy specimens of bowel. 

The parents were interviewed and asked about their 
own health and that of their other children, their 
brothers and sisters, and their nephews and nieces. 
With the exception of 2 adult sisters of one index case 
and 5 adult sisters of another, all brothers and sisters 
of the index cases were examined clinically for abdominal 
distension and by straight radiography of the abdomen 
for colonic dilatation. Barium enemas were given in 
doubtful cases. 


Findings in Siblings 

In the following 4 siblings there was radiological proof 
of Hirschsprung’s disease. None of these was found 
as a result of our investigation—-2 were known to us 
before we began this work, and 2 twin brothers of one 
index case were brought to the hospital by their mother 
during our investigation but before we had written 
to her. 


Sibling Case I.—Elder brother of index case 29 (fig. 2), 
admitted under Mr. Denis Browne. ‘Two sisters alive and well. 
Passed meconium on the third day. Constipated since birth, 
abdominal distension noted from age of 3 weeks. Vomited 
occasionally. Motions small and thin. Required regular 
aperients and weekly or fortnightly bowel washouts. Barium 
enema at 21 months showed greatly distended sigmoid and 
descending colon and narrow rectum, typical of Hirschsprung’s 
disease. Examination at this hospital three weeks before 
death showed very tense large and hard abdomen with 
palpable fecal masses. Died at home at age of 2 years 4 
months. No necropsy. 


Sibling Case II.—Younger brother, age 14'/, yr., of index 
case 26 (fig. 2), admitted under Mr. T. Twistington Higgins. 
The firstborn of this family, a boy, had died at the age of 9 
days from “ stomach trouble” and is discussed below. The 
patient had been examined at the age of 13 by a mass-radio- 
graphy unit, when an enormously distended colon was found. 
The family doctor, knowing the condition of the older brother, 
referred the patient to this hospital at the age of 14. His 
complaints were minimal. He needed liquid paraffin since 
starting school. There was occasional abdominal distension 
with flatus at night. He had a moderately enlarged abdomen, 
displaying enormous peristaltic waves, and an empty rectum, 
and a barium enema revealed a typical narrow distal segment 
of intermediate length. He is being treated conservatively. 


Sibling Cases III and IV.—Younger twin brothers of index 
case 31 (figs. 1 and 2), admitted under Mr. Charles Donald ; 
age 3'/, yr. Anoldersisteris normal. Their mother brought 
the twins to the hospital because she thought they were 
also affected. 

One twin weighed 7 Ib. 3 oz. at birth. He was well until 
the end of the first year of life, but then he gradually became 
increasingly constipated, requiring daily laxatives. His 
weight gain was normal. His abdomen was less enlarged 
than his twin brother’s and he was slightly the taller of the 
two. Barium enema revealed a typical short narrow segment 
affecting the rectum. 

The other twin weighed 6 lb. at birth. He began to vomit 
every feed at 7 weeks and was then an inpatient at a local 
hospital for six weeks. Constipation began at 1 year and 
became gradually more obstinate, necessitating laxatives 
every day. His abdomen had been protuberant since the 
age of 1 year. His weight gain was normal. He was pot- 
bellied, with a tympanitic abdomen in which fecal masses 
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were palpable. Barium enema revealed a short narrow 
segment affecting the rectum. 

A transverse colostomy was performed on both twins on the 
samfe day in November, 1950. 

It is interesting to note that the oldest child of this 
family of three affected siblings—index case 31—had 
intestinal obstruction from birth, although his abnormal 
segment also was very short, not extending beyond the 
proximal end of the rectum. Here we have three 
children, two of them almost certainly monozygous 
twins, all with short abnormal segments of about equal 
length, but each having Hirschsprung’s disease of 
somewhat different severity. 

We now return to the previously mentioned infant 
brother of sibling case 11 and index case 26 (fig. 2), 
who had died when 9 days old. His mother reported 
that this child went on passing meconium for several 
days, and, in an attempt to clear out this excessive 
amount, he was given a dose of castor oil on about the 
seventh day. After this he began to bleed from the 
anus and he died two days later. The mother had not 
noted any abdominal distension. We cannot classify 
this child as unaffected, but have not included him in 
the analysis as an affected sibling. 

An older brother of index case 37 died of diphtheria 
at the age of 5 years; there was no history of constipation. 

All the other brothers and sisters of the index cases 

“were found to be well and free from signs or symptoms 
of Hirschsprung’s disease. The sibships are set out in 
full in fig. 2. 

Histories of Mothers’ Pregnancies.—These reveal no 
significant consistent features. 

Maternal Age and Birth Order.—There is no evidence 
that these had any effect on the incidence of Hirsch- 
sprung’s disease in these families. 


OConsanguinity.—None of the parents are related. 
One pair of grandparents were second cousins. 
The Two Sets of Twins 

The affected twin brothers of index case 31 (fig. 2) 


are almost certainly monozygous. They have the same 
blood-groups, O; Ms Ns; R,r or R,Ro; Lu(a—), 
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Fig. 3—Index case 36 and his unaffected twin brother. 


iris patterns, similar chin clefts, the same apes finger- 
nails and similar fingerprints. 
Index case 36 and his twin brother (fig. 3) are probably 

















and hair of the same colour and form, the same shaped dizygous. They have the same blood-groups, A,; MS; 
head and ears, eyes of the same colour with identical rr; P; Le(a+); Lu(a+); K—; Fy (a+), their 
mother’s being A,; MS; rr; pp; 

Le(a+); Luja—); K—; Fy(a—), and 
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shade, face shape, size of ears, iris pattern, 
——— and shape of incisor teeth. Unfortunately 

__| the fingerprints are equivocal; they 
indicate an almost equal likelihood of the 
twins being monozygous or dizygous 





(54% and 46% respectively). 





Other Relations 





Fairly full inquiries were made into the 





parents’ health and, through the parents 
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Fig. 2—Sibships of 37 children with Hirschsprung’s disease. Index cases are shown by 


black circles or squares underlined. 


infancy (aged 6 months) was said to 


have died of fits due to constipation. 
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No other uncle had any noteworthy degree of constipation, 
nor had any of the aunts, living or dead. 

There were 253 first cousins living and 5 dead (137 
male, 121 female). One living cousin had been severely 
constipated, and at the age of 30, though otherwise 
very fit, still had some constipation; but his stools 
were thick, quite unlike those of Hirschsprung’s disease. 
This man’s daughter, aged 4 years had also been severely 
constipated as an infant, but a barium enema was normal. 
Another male cousin had had a reetal prolapse and 
attacks of vomiting in infancy, but was now well and 
a barium enema was normal. A female cousin had died 
in infancy (aged 4 days) with sudden severe rectal 
prolapse. No other cousins, living or dead, had any 
noteworthy degree of constipation. 


Proportion of Siblings Affected 

Owing to the great excess of males among our index 
cases we have calculated the proportion of affected 
brothers and sisters separately. The numbers involved 
are small, so the random error of these estimates will be 
relatively large. We have estimated the probability 


of a brother being affected in three ise 56mg ° : cases one obtains a probability of 3 in 14, or lin4or5. This 
(1) On the assumption that the likelihood of a family method does not require correction for the way the families 

coming to notice is proportional to the number of its children _ were ascertained, but it cuts down the total numbers. 

who are affected, the probability is 4 in 32, or 1 in 8, which is None of the 28 sisters of the index cases was affected 

simply the ratio between affected brothers and total brothers TI hability that a sister will b ye flected i eee all 

of the index cases (Haldane 1938). 1e probability that a sister will be affected is too sm 


(2) On the assumption that the families are a random to be calculated from this series. 
sample of all the families with children who have Hirsch- 





Fig. 5—Intramural plexus in the lioni t ( x 300), 








sprung’s disease, the probability is 0-22 to 1, or 1 in 4 or 5 Seems oe FAA, Se 
(Haldane 1938). Our material is not large enough for any definite 
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that there is a familial incidence 
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Fig. 4—Results of treatment by rectosigmoidectomy. blem further, it would be 
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desirable (1) for other workers to make similar investiga- 
tions and supply additional data on familial incidence 
and on twins, and (2) to follow our successfully treated 
patients through their marital life and study their 
offspring. 

As this paper was going to press, a histologically 
established case of Hirschsprung’s disease in a man of 
54 was reported by Rosin et al. (1950) from the Mayo 
Clinic. The man has three normal children but their 
sex is not stated. 


Genetic Prognosis 


Provisionally, we suggest that parents who have one 
child with Hirschsprung’s disease should be told that the 
chances of the disorder occurring in subsequent female 
children are small, and in subsequent male children 
about 1 in 5. From a series of this size one cannot 
determine whether a calculated average chance will 
apply equally to any particular family. It is possible 
that in families where two children have been affected 
the chances of the disease occurring in subsequent male 
children are considerably higher, and in those with one 
affected child they are correspondingly lower, resulting 
in the same average figure as if the series was 
homogeneous. 


Follow-up of 
Cases after Rectosigmoidectomy 


The first 12 and the next 14 cases treated by recto- 
sigmoidectomy at this hospital have already been 
reported (Bodian et al. 1949, 1950). During 1950 a 
further 11 children have been operated on, and we can 
now summarise the follow-up results in all 37 cases. 


There have been 3 deaths in the series: 2 under anxs- 
thesia and 1 from peritonitis. The follow-up period 
is calculated from the final closure of the colostomy 
after rectosigmoidectomy, and 2 of the cases are too 
recent to be included. The remaining 32 children were 
divided into three groups: 12 followed for two years or 
longer; 11 followed for a year to a year and eleven 
months ; and 9 followed for six to eleven months. All 
thesé children have recently been examined, and their 
data are summarised in fig. 4. 


The 32 children are all in excellent general condition. 
.All but one pass regular and spontaneous motions, 
roughly half without laxatives; the remainder are 
given aperients by their mothers. Only 3 complain 
of occasional abdominal distension. Some pass flatus 
at night but experience no difficulty. Some soil their 
pants occasionally, but there is a tendency to grow out 
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Fig. 6—Intramural plexus in transitional zone ( x 300). 
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Fig. 7—Intramural plexus in dilated segment with normal ganglion 
cells { x 280). 


of this habit and to acquire complete sensory and motor 
control with age. 


The weights of the children have been rather informa- 
tive. We have not considered their weights before 
surgical treatment because fecal accumulations tend 
to vitiate the figures. We have merely compared the 
weights at the time of closure of the colostomy with 
present weights. and related these figures to norms for 
the age. 


Of the first 12 children only 1 is still below average. 
The remainder are now of average weight or well above 
it ; 6 of these had previously been underweight but have 
caught up. 

Of the second group of 11 cases, 3 underweight children 
are now of average weight, 1 is catching up, and 1 is 
still well below average. 


The last group, of .9 children, were all of average 
weight at the time of closure of the colostomy and have 
maintained or exceeded the normal rate of weight gain. 


Three children had anastomotic anal strictures which 
were treated by dilatation with improvement; _ their 
general progress has not been affected adversely. One 
child had a bladder palsy which recovered completely 
after six months’ treatment. One has relapsed owing 
to a residual short narrow segment; he requires daily 
enemas but has otherwise made good progress. F 


None of the children were recently given barium 
enemas. In our last report, however, we demonstrated a 
considerable regression in the size of the dilated colon 
which had been anastomosed to the anal canal. 


Pathology 
THE LENGTH OF SEGMENT INVOLVED 


Histological examination in all our 40 cases of Hirsch- 
sprung’s disease uniformly revealed the characteristic 
pathological findings previously reported (Bodian et al. 
1949). Two of the children died in the neonatal period, 
one died after subtotal colectomy, and of the 37 cases 
treated by rectosigmoidectomy, in which the resected 
bowel segments were submitted for investigation, 3 died 
and necropsies were performed on them. 


No ganglion cells were found in the undilated or 
narrow distal segment of bowel and in a few centi- 
metres of adjoining hypertrophied dilated intestine. 
Abnormal non-medullated nerve-trunks were present 


at the customary sites of the intramural ganglia; they 
were largest in the rectum and anal canal (fig. 5). 
Proximal to the aganglionic segment there was a short 
transitional zone of scanty small abnormal ganglia 
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(fig.. 6). 
plexuses were found (fig. 7). 
macroscopic appearances, to predict exactly the sites 
of transition from normal to transitional and to 


Proximal to , le again, ol intramural 
It is not possible, from the 


aganglionic segments. As a rule the surgeons at this 
hospital have resected, in addition to the terminal 
undilated segment, rather more than the distal half of 
the funnel-shaped zone proximal to it. Our follow-up 
shows that this is adequate. 

We have not yet observed the rare variant of zonal 
absence of ganglion cells with normal ganglia both 
proximal and distal to the zone, but 3 examples of this 
have been reported by Perrot and Danon (1935), Tiffin 
et al. (1940), and Swenson et al. (1949). 

One of our infants, who died at the age of 17 days, had a 
pathological segment of bowel extending from the anal 
margin to the splenic flexure. The proximal limit of the 
aganglionic zone in the other 39 cases was never above 
the junction of sigmoid and descending colon, and was 
usually well below this, though it varied from case to case. 

We have surveyed all the published cases (including 
our own) in which observations were made on the 
abnormal segment and some indication was given of its 
length. The total number was 160. In 14 of these 
there were very long segments: to the splenic flexure 
in 9, hepatic flexure in 1, ileocxcal valve in 1, and distal 
ileum in 2. Twelve of these children died at the age of 
1 month or less and one at the age of 5 months. One 
newborn baby. with an affected segment reaching to the 
splenic flexure was twice operated on by Swenson (1950), 
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ies removed the aaa bowel; the infant has 
survived. The remaining 146 children had segments 
not extending beyond the rectum and sigmoid, and 6 
of these died in the neonatal period. 

If only histologically confirmed cases are considered, 
the total is 90, of which 8 had yery long segments (splenic 
flexure 5, hepatic flexure_1, distal ileum 2), 82 had 
“rectosigmoid ’’ segments, and only 1 died in the 
neonatal period. 

The number of reported neonatal deaths from Hirsch- 
sprung’s disease is only about 10-12% of the total 
children affected ; most of these fatal cases were of the 
long-segment variety. 

Several interesting points arise from this survey : 

(1) The “‘ long-segment ” variety of Hirschsprung’s disease 
comprises somewhat less than 10% of all cases. It is probably 
incompatible with life unless treated, and the affected children 
usually die in the neonatal period. 

(2) The ‘‘short-segment” and ‘“ intermediate-segment ”’ 
varieties form the vast bulk of all cases (at least 90%). 
Relatively few of these die in the neonatal period. The 
pathological segment is in the rectum and often also involves 
part or all of the sigmoid. The term rectosigmoidectomy is 
a highly appropriate description of the operation needed in 
this group. 

(3) The histological appearances in all these cases are 
identical. 

(4) The occurrence of long and short pathological segments 
in different siblings of one family (Zuelzer and Wilson 1948) 
suggests that they are genetically the same. 








"SHORT AND INTERMEDIATE 
AGANGLIONIC SEGMENT VARIETY " 
of typical Hirschsprung’s Disease. 

82 cases (MORE THAN 90% OF TOTAL). 





Upper end of a ionic segment 
PP variable within’ these limits. 


"LONG AGANGLIONIC SEGMENT 
VARIETY" 
of typical Hirschsprung’s Disease. 


SPLENIC FLEXURE. 5 
| case. HEPATIC FLEXURE. 





. 


8 cases. (Less THAN 10% OF TOTAL) 





2 variant of Hirschsprung’s Disease 


4 





| case 








"MIDZONAL AGANGLIONIC VARIETY" 


AGENESIS OF pt gy PLEXUSES 
OF INTESTINE. 
2 variant of Hirschsprung’s Disease. 


DUOD ENO-JEJUNAL 
JUNCTION. 
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GEE Segment without ganglion cells. 
C—— Segment witii ganglion cells. 


Fig. 8—Agenesis of intestinal ganglion cells. 


Length of involved segment. 


INTERPRETATION OF PATHO- 
LOGICAL FINDINGS 


It has been suggested that 
the proximal colon receives its 
parasympathetic nerve-supply 
from the vagus, while the distal 
end of the colon is supplied by 
the parasympathetic pelvic 
nerves, and that Auerbach’s 
plexuses contain ganglion cells 
of the parasympathetic supply 
to the bowel. 

Swenson (1950), considering 
Hirschsprung’s disease to be 
a failure of development of 
Auerbach’s plexuses in rectum 
and rectosigmoid, suggests that 
failure of the pelvic parasympa- 
thetic nerve-supply to develop 
may be the explanation of the 
location of the aganglionic lesion. 
This theory is hardly compatible 
with the great variability in 
length of the aganglionie segment. 

We suggest that the primary 
pathology of Hirschsprung’s dis- 
ease is an agenesis, in a distal 
part of the gut of variable length, 
of the ganglion cells which 
form Auerbach’s and Meissner’s 
plexuses, and that this change 
is not conditioned by any failure 
of development of the ‘extrinsic 
nerve-supply of the intestine. 
Embryological development 
generally begins at the cranial 
extremity and progresses caud- 
ally. If this applies to the intra- 
mural ganglion cells, a genetically 
determined disturbance of devel- 
opment with variable time of 
onset would explain long, inter- 
mediate, and short aganglionie 
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segments extending to the anal margin, which is the 
typical finding in Hirschsprung’s disease. Ganglion 
cells which were in the process of formation at the time 
of onset of the disturbance would be imperfect (ganglia 
in transitional zone). 

We have found no evidence in our histological material 
that the pathology is one of degeneration of previously 
formed ganglion cells, since reactionary changes, cellular 
infiltration, and fibrosis were not observed. 

It is the accepted anatomical teaching that the ganglion 
cells of the intramural plexuses relay parasympathetic 
fibres; and that the sympathetic fibres pass through 
the plexuses uninterruptedly, having been relayed in the 
abdominal sympathetic ganglia. We postulate that the 
preganglionic parasympathetic nerve-fibres, failing to 
terminate at a ganglion cell, grow caudally between the 
muscle layers and in the submucosa for a considerable 
distance. Thus nerve-trunks would be formed in the 
aganglionic segment consisting mostly of these fibres 
with a normal component of sympathetic fibres. One 
would expect the nerve-trunks, as they include increasing 
numbers of nerve-fibres in the more distal. parts of the 
aganglionic segment, to increase in density and ultimately 
in size; and this is in fact what has been found. 

Agenesis of the intramural ganglion cells would thus 
be the primary pathology, and development of abnormally 
dense and large nerve-trunks, consisting of normal 
autonomic nerve-fibres, a secondary phenomenon. 

The 3 reported cases of zonal absence of ganglion 
cells with normal ganglia both above and below cannot 
be simply explained on the basis of this hypothesis 
alone. The occurrence of this rare variant suggests 
that sometimes, in addition to the craniocaudal 
differentiation of intramural intestinal neurones, there 
is a caudocranial differentiation with a final link-up 
between the two. A disturbance sometime before the 
completion of differentiation would explain the finding 
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Fig. 9—Intestinal tract from duodenojejunal junction to anal margin 
in a case of agenesis of intramural plexuses. 
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Fig. 10—Representative section ‘of bowel wall in agenesis of intramural! 
plexuses (same case as fig. 9) ( x 300). 


of zonal agenesis with normal ganglia both above and 
below. 

Our hypothetical view of the development of Hirsch- 
sprung’s disease is purely théedretical and was produced 
in an attempt to explain the histopathological observa- 
tions. Recently, however, Prof. J. D. Boyd kindly 
drew our attention to the work of van Campenhout 
(1931), who demonstrated in chick embryos that differ- 
entiation of intestinal neurones in the foregut preceded 
that in the hindgut ; he also claimed that thé intramural 
ganglion cells probably developed as an outgrowth of 
the thoracolumbar neural crest, and that the vagus 
played no part in their formation. 


A Case of Agenesis of Intramural Plexuses 


The case reported below may possibly be a particularly 
severe variant of Hirschsprung’s disease (see fig. 8). 
We have not been able to find any published report 
of this condition. 


A boy, aged 4 days, an only child, was admitted to the 
Hospital for Sick Children under Mr. G. H. Macnab, with 
complete intestinal obstruction from birth. He vomited every 
feed, and throughout his life his bowels did not open. 
Abdominal distension was at first slight. 


Laparotomy at the age of 4 days revealed dilated loops of 
small intestine. The distended parts tapered gradually away 
into an undistended terminal ileum without any sign of 
localised obstruction. The whole length of the large intestine 
was completely undistended but contained a small quantity 
of meconium as far &s the mid-point of the descending colon. 
The meconium in the small intestine was apparently semi- 
fluid. A rubber catheter was passed per rectum and could 
be guided under vision into the descending colon. No further 
interference seemed indicated, and the abdomen was closed. 

In view of the fact that no meconium had passed and the 
abdomen was increasingly distended, the abdomen was 
reopened on the seventh day of life. Distension of the 
collapsed gut had proceeded a little further. Ileo-transverse 
colostomy was considered, but in view of the child’s poor 
condition only a transverse spur colostomy was established. 

The child’s condition deteriorated, and he died at the age 
of 10 days without having passed meconium. 


Necropsy revealed moderate dilatation of the right atrium 
and ventricle in the heart, confluent lobular collapse, hypo- 
static congestion, and cedema of the lungs, localised fibrino- 
purulent peritonitis, a very fatty liver, a normal pancreas, 
and the following changes in the gastro-intestinal tract (fig. 9): 
(Esophageal mucosa much congested. Stomach moderately 
dilated, containing recent and altered blood mixed with 
mucus. Duodenal contents deeply bloodstained. Approxi- 
mate total length of the jejunum and ileum, 164 cm. First 
27 cm. of jejunum mildly dilated but not hypertrophied. 
Progressive dilatation of slightly thickened small bowel up 
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to point of maximum distension 65 cm. from duodenojejunal 
flexure, where circumference was 6-2cm. Dilatation then pro- 
gressively less to point 118 cm. from duodenojejunal flexure, 
where circumference of ileum was only 1-2 cm. Terminal 46 cm, 
of ileum unexpanded but contained little meconium of normal 
consistence. Ileum proximal to this contained brownish- 
green meconium of normal consistence. Colon and rectum 
about 38 cm. long. Cxecum and most proximal part of 
ascending colon moderately distended with meconium of 
firmer consistence than in any other part of bowel. Colostomy 
situated just beyond hepatic flexure. Colon distal to colostomy 
contained little meconium of normal consistence. Except 
for most proximal part of ascending colon, average diameter 
of large bowel was about 1-8 cm. All the intestinal tract was 
freely patent. 

Blocks taken from consecutive levels of the entire intestinal 
tract from hypopharynx to anus were examined histologically. 
Inflammatory changes, mainly of the peritoneum, were 
fairly widespread and led to cedematous thickening of the 
bowel wall. Intramural ganglia were normal in the ceso- 
phagus, the stomach, and the proximal part of the duodenum, 
but scanty and small in the distal part of the duodenum. 

The plexuses, including both ganglion cells and nerve- 
fibres, were completely absent from all sections from the 
level of duodenojejunal flexure to the anal margin. A repre- 
sentative photomicrograph is shown in fig. 10. It is note- 
worthy that dilatation of the bowel wall extended well into 
the parts without intramural plexuses. Paravertebral 
sympathetic ganglia and ganglia in the bladder wall were 
normal. Normal nerve bundles were found in random sections 
taken through the mesentery of the small and the large gut. 
The pancreas was histologically normal. 


We can only speculate on the relationship of this 
condition of agenesis of intramural plexuses to Hirsch- 
sprung’s disease. It may well be a severe variant of the 
disease, and this view is supported by the observation 
of normal ganglia in both conditions in a proximal part 
of the intestinal tract, gradually disappearing towards 
the pathological segment. 

The aganglionic segment was, however, considerably 
longer than in any of the reported cases of Hirschsprung’s 
disease, and, in contradistinction to the typical case, 
there were no nerve bundles in the affected part of the 
intestine. 

This case might illustrate a very early disturbance of 
the craniocaudal differentiation of intestinal neurones 
before the growth of nerve-fibres into the bowel wall. 


Summary 


We have presented the first study of the familial 
incidence of Hirschsprung’s disease. The evidence 
supports a genetic determination of the disease. The 
over-all chances of a male sibling of 1 known case being 
affected are about 1in 5; those of a female sibling being 
effected are small. 

We have produced a follow-up report of 37 cases 
treated by rectosigmoidectomy. 

A pathological study of our 40 cases has uniformly 
confirmed the previously reported absence of intra- 
mural ganglion cells, and the presence of abnormal 
nerve bundles in the terminal undilated segment of 
bowel. A review of published reports shows that the 
length of the involved segment varies considerably. 
The bulk of the reported cases (over 90%) show patho- 
logical changes in the rectum and part or all of the 
sigmoid colon. Less than 10% have extremely long 
abnormal segments which appear to be incompatible 
with life if untreated. 

A case is reported showing a hitherto unrecorded 
condition of agenesis of both nerve-fibres and ganglion 
cells of the intramural plexuses distal to the duodeno- 
jejunal junction. Its. possible relationship to Hirsch- 
sprung’s disease is discussed. 

A theory is suggested to explain the histopathological 
findings in Hirschsprung’s disease and its variants. 

We wish to thank the medical and surgical staff of the 
Hospital for Sick Children, Great Ormond Street, for access 





to their patients; Dr. S. Lanehes and Dr. I. A. B. Cathie for 
determining the blood-groups of the twins; and Dr. Eliot 
Slater for the opinion on the fingerprints of the twins in 
family 36. Our thanks are due to Mr. Derek Martin, of the 
Department of Medical Illustration, for the photographs and 
the diagrams which were drawn by Mr. P. G. Cull. 
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RELATION OF PENICILLIN SENSITIVITY 
IN STAPHYLOCOCCI TO CLINICAL 
MANIFESTATIONS OF INFECTION 


M. E. Fiorey 
M.D. Adelaide * 
OF THE CHRONIC INFECTIONS 
UNIT, STOKE MANDEVILLE 
MINISTRY OF PENSIONS 
HOSPITAL 
BUCKS 

In the past three years several bacteriological labora- 
tories have reported an increasing incidence of penicillin- 
resistant strains of Staphylococcus pyogenes in their 
routine work, and some writers have concluded that the 
clinical value of penicillin is steadily diminishing. It 
seemed worth while, therefore, in a laboratory serving 
both an urban and a rural area, to see whether a clear-cut 
distinction could be established between penicillin- 
sensitive and penicillin-resistant strains of staphylococci, 
and, if so, whether this distinction was reflected in the 
clinical manifestations of infection in the lesions where 
they were found. 

The material for the inquiry was collected between 
November, 1948, and May, 1950, some from practitioners 
and two general hospitals, but mostly from a Ministry 
of Pensions hospital containing special units for plastic 
surgery, paraplegia, and chronic wound infections. ‘The 
great majority of the patients from whom the material 
was obtained had previously received penicillin treatment 
in one form or another, and the paraplegic patients had 
had many courses. Special study of the signs of inflam- 
mation associated with these organisms was confined to 
the Ministry of Pensions Hospital. Once it was found 
that the results of the bacteriological studies were con- 
sistent irrespective of the source of the staphylococci 
only lesions containing these organisms in the chronic- 
infections unit were studied. 


J, C. SHERRIS 
.M.D. Lond. 
LATE ASSISTANT PATHOLOGIST, 
AYLESBURY PATHOLOGY 
LABORATORY 


AYLESBURY, 


BACTERIOLOGICAL INVESTIGATION 

Methods 

Detailed investigations were made on the first 156 
strains isolated. These were consecutive strains isolated 
in the laboratory during the period of the investigation 
excluding only those obtained from healthy carriers or on 
more than one occasion from the same lesion. When an 
apparently representative collection from all sources had 
been obtained and the results were found to be consistent, 
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the bactefiological observations were restricted to the 
primary isolation and plate-tests for penicillin sensitivity. 

The swabs received were inoculated on blood-agar plates, 
aerobically and anaerobically, and also on segments of 
‘ Cetavlon’ and 7% salt agar plates. In some cases the swab 
was then cut off into Robertson’s cooked-meat medium. 

Strains of Staph. pyogenes were tested for coagulase-produc- 
tion on primary isolation by the slide method of Cadness- 
Graves et al. (1943), or, when the results of this test were 
equivocal, by the tube method of Fisk (1940). 

Tests for penicillin sensitivity were then made by streaking 
an inoculum of four or five colonies across half a ditch plate. 
A single control streak of the Oxford staphylococcus was made 
across the centre and a second organism streaked across the 
other half. The ditch contained 10 units per ml. of penicillin 
incorporated in the agar. The plates were incubated for 
16-24 hours and read in the morning. All strains reported 
sensitive showed an even band of inhibition on either side of 
the ditch approximating to that of the Oxford staphylococcus ; 
those reported resistant grew up to or over the ditch at the 
site of heaviest inoculum, with an increasing zone of inhibition 
as the inoculum became dilute, but in no case was the. zone 
as great as that of the Oxford staphylococcus. This latter 
appearance was described by Barber (1947) as characteristic 
of penicillinase-producing strains, and is in contrast to that 
of organisms resistant to penicillin but not destroying it, 
where growth proceeds evenly up to, or over, the ditch. 

The strains. were kept for detailed bacteriological study 
of penicillinase-production or quantitative assessment of 
sensitivity by subculturing from the original plate on to 
broth-agar slopes, and were maintained in stock culture 
under liquid paraffin by the method of Morton and 
Pulaski (1938). After the period of collection all but 3 
of the sensitive strains were recovered from stock culture 
and were tested quantitatively for penicillin sensitivity 
by the following method’: 

To ensure uniform conditions for all strains, 60 ml. quantities 
of broth containing commercial crystalline penicillin G in 
concentrations of 0-0025, 0-005, 0-01, 0-02, 0°04, 0-08, and 0-16 
unit per ml. were distributed in 3x 1/, in. tubes in 1 ml. 
amounts. A set of these tubes for each sensitive organism 
was inoculated with 0-025 ml. of a 1/100 dilution of an overnight 
culture of its respective staphylococcus. One set received a 
similar inoculum of the Oxford staphylococcus. In two 
instances the turbidity of the overnight culture, as judged 
by the naked eye, was less than that of the Oxford staphylo- 
coceus, and the dilution of these cultures was modified 
appropriately. 

All the tests were incubated simultaneously at. 37°C for 18 
hours, and the first tube showing no turbidity to the naked 
eye was taken as the end-point. In all cases this was clear cut. 

All but 8 of the resistant strains were recovered from 
stock culture, and these, together with the sensitive 
strains, were tested directly for penicillinase-production 
by a method similar to that described by Bondi and 
Dietz (1944) : 

Plates inoculated with the Oxford staphylococcus were 
prepared according to the cylinder-plate method of Heatley 
(1944). Into the cups were pipetted equal quantities of peni- 
cillin solution containing 5 units per ml. and of overnight 
cultures of the staphylococci. A control cup on each plate 
contained equa] quantities of the penicillin solution and of an 
overnight culture of the Oxford staphylococcus. The plates 
were incubated overnight at 37°C and the diameter of the 
zones of inhibition round the cups measured next morning. 

No attempt was made to assess quantitatively the 
resistance of penicillinase-producing strains, because 
Kirby (1945) and later workers (see Florey et al. 1949) 
have shown that the end-point obtained depends on the 
size of the inoculum. 

Results 

Of the 225 strains of Staph. pyogenes isolated from 
224 lesions, 97 were reported ‘sensitive’? and 128 

resistant ’’ by the plate method. From one bedsore 
both sensitive and resistant staphylococci were isolated 
from the primary plate. 

On direct testing for penicillinase-production the 
difference between the two varieties was distinct, for no 
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zone of inhibition was produced peniad the cups containing 
the ‘resistant ’’ staphylococci, whereas the cups con- 
taining the “ sensitive ’’ staphylococci were surrounded 
by a zone of inhibition whose diameter was in every case 
within 0-3 em. of that surrounding the control cup 
containing the Oxford staphylococcus. The diameter 
of the zone of inhibition around this control cup varied 
between 2-2 and 2-5 cm., with an average value of 2-4 cm. 
Quantitative testing of the ‘“ sensitive *’ strains demon. 
strated that all produced an end-point of inhibition 


TABLE I—PENICILLIN SENSITIVITY OF 145 ouT oF 156 coNn- 
SECUTIVE STRAINS OF STAPHYLOCOCCI RECEIVED AT THE 
LABORATORY 





Penicillin-sensitive strains | 
o-  ee MED tS SS. Penicillin- 








3 sensitive and 8 resistant strains were lost in stock culture. 


| . resistant 
| Inhibition in units per ml. penicillinase- 
Total | | producing 
| | | strains 
| 0-005 | 0-01 | 0-02 | 0 0-04 | 0-08 | 
all as We ia | ht ae | 90 





within the range examined. These results are set out in 
table 1. 

All the strains examined could thus be divided sharply 
into two classes—(1) resistant or penicillinase-producing, 
and (2) sensitive or non-penicillinase-producing—all 
the sensitive class falling within a limited range of 
sensitivity between 0-005 and 0-08 unit per ml. under 
the conditions of the test. (The Oxford staphylococcus 
was sensitive to 0-02 unit per ml.) 


CLINICAL INVESTIGATION 
Methods / 

In the chronic-infections ward routine swabs were 
always taken on the patient’s admission and thereafter 
once or twice a week. Notes were made on the presence 
or absence of signs of inflammation before the bacterio- 
logical findings were known. In the rest of the hospital 
swabs weré taken as the doctor in charge of the case 
thought necessary. 

On receipt of the laboratory report each patient in 
the group investigated clinically was visited by one of 
us and information was also obtained from the ward 
staff. Further visits were made to assess the progress of 
the lesion and its relation to the presence of staphylococci. 
In some cases the information was not complete and this 
is reflected in the different totals in the tables. 

Records were kept of the type of each lesion, and at 
each visit the presence or absence of the following signs 
of inflammation was noted: (1) erythema, oedema, and 
tenderness around the lesion; (2) pus formation ; -and 
(3) pyrexia. In some cases—notably deep-seated infec- 
tions in paraplegics—it was not possible to demonstrate 
the first of these signs. No attempt was made to assess 
the manifestations of infection quantitatively because 
of the wide differences in the severity of the lesions, 
depending on their site, extent, and duration and their 
reaction after penicillin was administered. The investiga- 
tion was solely concerned with the presence or absence 
of the specified signs of infection during the time the 
staphylococci were known to be present. 

Exclusions 

The 31 lesions infected with 8-hemolytic streptococci 
in addition to the staphylococci were excluded from the 
clinical assessment, as were 50 cases in various hospitals 
and general practices beyond the reach of the clinical 
investigator and 9 others in which complete information 
on all the criteria could not be obtained. The remaining 


lesions, which were included in the statistical analysis, 
totalled 135. 

We have not excluded lesions in which there was 
additional infection with Ps. pyocyanea, Proteus vulgaris, 
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coliform bacilli, or non-hemolytic streptococci, because 
their presence did not significantly affect the incidence 
of the specified signs of inflammation. The presence of 
diphtheroid bacilli and micrococci was ignored. In 2 of 
the patients studied pyrexia was discounted because both 
had severe urinary infections as well as the lesions from 
which the staphylococci were isolated, which were trophic 
sores free from pus or surrounding inflammation. 
Clinical Findings 

The types of lesions from which the strains were isolated 
are shown in table 11: the numbers of each type in the 
whole series are shown in column A, and those in which 
the clinical manifestations of infection were studied 
and analysed statistically in column B. It will be seen 
that those in column form a fairly representative 
sample. In each column the lesions are divided into 
those infected with sensitive and with resistant staphylo- 
cocci. The lesions have then been arranged in three 
groups, according to the penicillin sensitivity of their 
staphylococci, group I being those in which sensitive 
organisms predominate, group 11 those with predomi- 
nantly resistant organisms, and group I those where 
the proportions were about equal. 

It will be seen that the lesions in the first two groups 
are in the main distinct. Group 1, with 56 lesions, from 
50 of which sensitive staphylocecci were isolated, includes 
all the acute and originally closed lesions and all the 
chronic bone infections. The resistant staphylococci 
in this group were obtained from (a) a perinephric 
abscess in a paraplegic patient admitted for a chronic 


TABLE II—TYPES OF LESIONS ASSOCIATED WITH SENSITIVE OR 
RESISTANT STAPHYLOCOCCI (EXCLUDING 31 STRAINS YIELDING 
8-H4&MOLYTIC STREPTOCOCCI) 





















































No. from which 
staphylococci were 
isolated 
Nature of lesions A. Whole | Bi Those 
series | studied and 
| analysed 
Sens. | Resis.| Sens. | Resis. 
Group I (predominantly sensitive) | 
Abscesses, boils and carbuncles 22 te RES 1 
Chronic osteitis and subacute osteo- 
myelitis 54 ad a 15 4* 14 3* 
Tonsillitis 3 0 1% af 
Cellulitis eS 3 ae Feats 0 
Suppurative arthritis 2 Tote .e 1 
Septic finger or toe 2 0 | 1 0 
Empyema of gall- “bladder . 1 a | ene 
Endocarditis : 1 0 | | 
Acute mastoiditis 1 0 ee 
50 6 300 | 5 
Group II (predominantly resistant) 
Postoperative infections .. 7 0 28 0 | 18 
Pressure sores in paraplegics até 2 ho. A 
Puerperal infections 0 on ae fx pa 
Burns and open traumatic wounds 4 11 2 6 
Mouths of sinuses .. i 0 0)" Siapwg 
Otitis mediat ~e ae és ee ae ee ae 
Chronic balanitis ne - "ee ee ees hare 
6 | 78 sf. $0 
Group III (sensitive or resistant) | - 
Chronic ulcers ee: or due | 
to stasis) .. ‘ a3 16> f° 39-167 39 
Soft-tissue sinuses .. ry wa 5 5 4 | 5 
Dermatitis .. an a oie 4 6 4 6 
Otitis externa Ree 1 1 Fh pethe 
Para-nasal sinusitis ; 1 1 oe | 0 
Urinary infections .. F 1 13 Oh 
28 | 26 | 24 |} 23 
Totals H- aa She ey) Oa eS 57 | 78 
| | 











* All known to have acquired resistant Staphylococcus pyogenes in 
residual sinuses after operation in hospital. 


+ The middle ears were already draining and the organisms were 
isolated from ear swabs. 


t From cystitis developing after 


catheterisation for 
enlarged prostate. 


repeated 
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TABLE III—INCIDENCE OF CLINICAL SIGNS OF INFLAMMATION 
IN LESIONS INFECTED WITH PENICILLIN-SENSITIVE AND 
PENICILLIN-RESISTANT STRAINS 


Inflammatory signs 








an tint lif Inflam- present 
Penicillin Total | matory 
sensitivity of heer wac ear aaa! 
stanhylococd | lesions signs 
DAY absent With | Without) Total 
pus pus 
Sensitive HA 57 9 34 14 | 48 
Resistant es | 78 } 43 21 | 14 35 





x? =22-60; p< 0-001. 
* Exclusions explained in text. 


urinary infection from which a_ penicillin-resistant 
staphylococcus had been isolated ; (b) a case of chronic 
suppurative arthritis, also in a paraplegic; and (c) 4 
cases originally admitted for chronic osteitis which 
acquired a resistant infection after admission to hospital. 
Group I contains 84 lesions, 78 of which yielded resistant 
staphylococci; it is mainly composed of infected operation 
wounds, superficial trophic lesions in paraplegic patients, 
burns, and other open traumatic lesions, and low-grade 
puerperal infections where the staphylococci were 
isolated from the patient’s cervix. In the 4 cases of long- 
standing sinuses the organisms were isolated frem the 
mouths of the sinuses, which were too narrow for the swab 
to be inserted without touching the skin ; staphylococci 
were not isolated on subsequent occasions. 

In group 11, where little distinction could be drawn 
between those with sensitive and with resistant staphylo- 
cocci, the lesions were largely superficial ones, suchas 
ulcers, dermatitis, and soft-tissue sinuses. 

A statistical analysis of the clinical findings (table 111) 
shows that manifestations of inflammation were noted 
in 48 of the 57 lesions from which penicillin sensitive 
staphylococci were isolated (i.e., 84%) but in only 35 
of the 78 lesions yielding penicillin-resistant strains 
(i.e., 45%). Suppuration was noted in 60% of the 
penicillin-sersitive group but in only 27% of the peni- 
cillin-resistant group. In each case the difference is 
statistically significant. The signs of inflammation were 
absent in 9 of the 57 lesions yielding sensitive staphy- 
lococei compared with 43 of the 78 yielding resistant 
strains—i.e., 16% as against 55%. 


DISCUSSION 


The published work on the penicillin sensitivity of 
staphylococci was reviewed by Florey et al. (1949), and 
our findings confirm several previous contentions. They 
showed that resistant staphylococci might be divided 
into: (1) naturally resistant or penicillinase-producing 
organisms ; (2) those with resistance acquired in vitro, 
associated with diminution of virulence, slower growth 
than the original strain, and inability to produce penicil- 
linase ; (3) those with resistance acquired in vivo. They 
considered that those reported as falling into the third 
group resemble naturally resistant staphylococci which 
have never been in contact with penicillin rather than 
those which have become resistant in vitro. They 
concluded that there was no conclusive evidence that 
staphylococci can become resistant by more than one 
mechanism. Despite the fact that many patients in the 
Ministry of Pensions Hospital had chronically infected 
open wounds which had been treated liberally with 
penicillin, no resistant non-penicillinase producing strains, 
such as might result from resistance acquired in vivo, 
were found in the swabs from this hospital. 

Bondi and Dietz (1945) and Forbes (1949) found that 
the penicillin sensitivities of the non-penicillinase pro- 
ducing strains they isolated all fell within a limited 
range. A similar sharp distinction between resistant and 
sensitive strains was noted in the present investigation. 
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Evidence has been produced to show that resistant 
staphylococci are isolated more frequently from hospital 
inpatients than from the population at large. Forbes 
(1949) found that the proportion of resistant strains in 
staphylococci isolated from lesions contracted outside 
hospital was 12-5% compared with 68-4% from those 
contracted inside. Rountree and Thomson (1949) 
showed that, in their series of lesions associated with 
resistant staphylococci, 54 had been cross-infected in 
hospital compared with 8 infected before admission. 
Cairns and Summers (1950) reported that 78% of the 
staphylococci isolated from hospital infections were 
resistant to penicillin compared with 19% of those 
isolated from closed abscesses present on admission ; 
moreover, the proportion of resistant strains isolated 
from patients admitted to hospital with open infections 
rose with increasing stay in hospital. Barber et al. (1949), 
investigating the carrier-rate of staphylococci in a 
maternity hospital, found 70-80% of resistant strains 
among the staphylococci isolated from carriers but found 
none among staphylococcal carriers in a control group 
outside hospital. 

Less attention has hitherto been paid to the lesions 
associated with resistant and sensitive organisms and the 
clinical manifestations of infection with the two types. 
In the present series penicillin-sensitive staphylococci 
were mostly isolated from acute lesions closed till operation 
or from chronic bone infections, some of which were of 
long-standing and due to gunshot wounds in the 1914-18 
and 1939-45 wars. Resistant staphylococci, on the 
other hand, were mainly isolated from postoperative 
wounds, half of which followed plastic repair, and from 
other superficial lesions such as trophic sores in para- 
plegic patients. These results appear to support the 
view that the high proportion of penicillin-resistant 
strains now being isolated in bacteriological laboratories 
is a result of either the high carrier-rate of these organisms 
in hospital staffs or their greater chances of survival in 
an environment where penicillin abounds. Qur clinical 
analysis shows, however, that the high carrier-rate is not 
a reflection of the relative incidence of resistant and 
sensitive strains present in serious inflammatory infec- 
tions. The specified signs of infection were found signi- 
ficantly less often in lesions yielding resistant than in 
those yielding sensitive staphylococci. 

In view of the different types of lesion with which 
they were associated, this result cannot be interpreted as 
indicating that the resistant strains were less virulent 
than the sensitive ; but the difference in the inflammatory 
signs associated with the two types of infection may help 
to bring into perspective the clinical importance of the 
reports of an increasing incidence of penicillin-resistant 
staphylococci. 

CONCLUSIONS 

In this study there was a clear bacteriological distinc- 
tion between penicillin-sensitive and penieillin-resistant 
staphylococci. All sensitive strains were of the same 
order of sensitivity as the Oxford staphylococcus and all 
the resistant strains produced penicillinase. 

The two types of staphylococci were in the main 
associated with different types of lesions—the penicillin- 
sensitive strains with acute and closed or deep-seated 
infections, whether acute or chronic; the resistant 
strains with superficial lesions. 

The penicillin-resistant staphylococci were significantly 
less often associated with signs of inflammation or 
suppuration than the sensitive strains. 

We wish to thank the many doctors who gave us their 
permission to carry out this investigation on their patients ; 
Dr. A. Wilson for continuing en routine bacteriological 
examination after one of us (J. C.S.) had left the laboratory ; 
the ward sisters of Stoke Mandeville Ministry of Pensions 
Hospital for their willing codperation in obtaining data; Miss 
Randall and Miss Ridley-Thompson for the typing. We 


are also indebted to Mr. P. H. Leslie for the statistical analysis 
of the figures obtained, and Dr. R. L. Vollum for his criticisms 
of the bacteriological section. 
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URETERIC DYSMENORRHEA 


GRANTLY Dick READ 
M.A., M.D. Camb. 


THREE cases of intractable pain at the time of the 
menses are recorded here as examples of one type of 
dysmenorrhea. The origin and nature of the pain are 
discussed, and a method of investigation and treatment 
is suggested. 

CASE-RECORDS 

Case 1.—Mrs. A, aged 36, no children ; 
10 years ago; no other pregnancy. 

Symptoms.—Menstruation was preceded by backache for 
several days and she suffered from lassitude and depression. 
At first the pain was suprapubic and extended across the 
lower abdomen. It was most severe on the right, and extended 
upwards around the right loin: there were exacerbations 
every few minutes, which doubled her up. This phase of the 
menses was accompanied by distension of the abdomen, a 
sensation of pressure and fullness in the vagina, and sometimes 
frequency of micturition. There was a bright red loss for one 
day, followed by drainage for anything up to ten days. 

Examination.—She was a thin, alert, healthy, and active 
woman. A slight, low dorsal scoliosis, and ptosis of the right 
kidney were the only abnormalities found on general examina- 
tion. Pelvic examination both with and without an anzxs- 
thetic revealed nothing that could account for, her symptoms. 
Her urine was normal. 

Intravenous pyelography showed ptosis of the right kidney 
associated with kinking of the ureter immediately below its 
junction with the renal pelvis. Both ureters were tortuous and 
irregular in outline. 

Cystoscopy and retrograde pyelography showed mild trigonitis. 
The ureteric catheters passed easily. The right ureter was 
dilated with Braasch bulbs up to size 22. The left kidney 
was normal in position, and the left ureter less affected than 
the right (fig. 1). Radiography in the erect position demon- 
strated that the right kidney dropped into the right iliac 
fossa. Urine collected during the investigation was normal 
and sterile. 

Treatment.—Nephropexy was undertaken, using Demmings’s 
method of slinging by closing the lower opening of the peri- 
nephric capsule. The sympathetic nerve-supply was inter- 
rupted by stripping the renal artery back to the aorta, and 
also stripping the upper end of the ureter. Recovery from 
the operation was uneventful. 

Result.—Since the operation, all menstrual periods have 
been free from pain. There has been no premenstrual backache, 
lassitude, er depression. The menstrual flow lasts for 3-4 
days only, and ceases abruptly. She has put on 5 lb. in 
weight and can walk 2-3 miles without backache or fatigue. 
She no longer dreads her menses and reports that her outlook 
on life is entirely different. 


8-week abortion 


Case 2.—Mrs. B, aged 43, no children; one miscarriage 
about 15 years ago. 

Symptoms.—From the menarche at 13 she had always had 
some discomfort at menstruation. For the last 20 years it 


had been worse, and for the last 10 years she had had very 
severe pain which came on with the menstrual flow. She 
dreaded the beginning of menstruation. 

The pain was suprapubic at its onset, extending across the 
lower abdomen to the right iliac fossa, but not to the posterior 
There was some stabbing pain in the left iliac 


renal area. 
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fossa and groin. The loss was large for three days and attacks 
came every few minutes: she had the feeling that her insides 
were being pressed down into the vagina, and she was doubled 
up with pain. No medicines had been effective. She had no 
frequency of micturition. Her appendix was removed 4 or 5 
years ago, but this made’ no difference to the severity of her 
attacks. She had been advised to have her uterus removed. 

Examination.—Her physique was excellent, and no abnor- 
mality was found on general examination. Pelvic examination, 
without an anesthetic, showed that her uterus was anteverted, 
small but not infantile, of the type often found in nulliparous 
women of her age. The ovaries were both palpable, but not 
tender. A point to the right of the fundus uteri, but distinct 
from both ovaries and uterus, was acutely tender to gentle 
bimanual palpation. No other evidence of disease was found. 
Pelvic examination under anesthesia revealed no abnormality. 

Cystoscopy and Pyelography.—Cystoscopy showed marked 
pseudomembranous trigonitis and basal cystitis. Catheters 
passed easily into the ureters. The Braasch bulb size 16 was 
tight : size 22 met with firm resistance to extraction, particu- 
larly on the right. Gradual dilatation to Braasch 24 was 
successful. On extraction of the bulb, white stringy flecks of 
mucosa came out of the ureter, probably from an extension 
of the pseudomembranous patches: in the bladder. The 
ureters were tortuous and irregularly dilated, indicating chronic 
ureteritis. The right renal pelvis was dilated and the emptying 
film showed a large residue of dye. There was no renal ptosis. 
Urine taken during the examination was normal and sterile. 
Recovery was complete in 24 hours: the patient left hospital 
36 hours after her admission. ’ 

Result.—Since the dilatation of the ureters, there has been 
no pain or discomfort with menstruation. The mental and 
physical effect upon the woman has been dramatic. 


Case 3.—Mrs. C, aged 25, married 4 years, no children. 

Symptoms.—Her menses started at the age of 15, but then 
stopped for 6 months. At 16 they became regular, with no 
discomfort. After her matriculation she experienced some pain 
at her periods. It gradually increased until at 19 she had to 
go to bed immediately she started menstruating. Standing or 
walking aggravated her discomfort and she felt that her 
“insides were dropping out.” A variety of medicines and 
hormone treatments did not relieve her; nor did physio- 


therapy. Dilatation and curettage had no effect. Because of 
the fixed idea that she was imperfectly made, she refused to 
become pregnant, and she became terrified of childbirth. 








Fig. | Fig. 2 


Fig. | (case 1)—Right ureter is kinked opposite the 2nd lumbar vertebra, irregularly 
dilated, and tortuous. The pain was more severe on the right side. 


Fig. 2 (case 3)-—-Dilatation and tortuosity more marked on left—the side on which 


the pain was severe. 





The pain was spasmodic and severe, chiefly in the left side 
and in the left iliac fossa but sometimes in the back. There 
was no frequency of micturition but she had found that if 
she retained her urine for any length of time the pain worsened. 
She complained of deep dyspareunia and 2-3 hours’ pain, 
simulating her menstrual pain, after orgasm at any phase of 
the intermenstrual cycle. 

Examination.—The only abnormality found on general 
examination was slight ptosis of the right .kidney. ° Vaginal 
examination showed a small and antiflexed uterus; the right 
ovary was prolapsed but not tender; the left ovary was 
palpable high up, without discomfort. There was a localised 
area of tenderness to the left of the body of the uterus where 
bimanual palpation caused pain “ similar to menstruation.” 

Cystoscopy and Pyelography.—Cystoscopy showed trigonitis, 
spreading up to and involving both ureteric orifices. Catheters 
passed freely into and up both ureters. Retrograde pyelo- 
graphy revealed bilateral ureteritis, the left ureter being more 
affected than the right (fig. 2). In the erect posture there was 
considerable ptosis of the right kidney but no ureteric kink. 
The emptying picture showed that neither kidney retained 
any dye. Braasch bulbs met with some resistance, but the 
pelvic ureter was gently dilated to receive size 24. Recovery 
was complete in 24 hours. 

Result.—Since the ureters were dilated, menstruation has 
been entirely free from the left-sided spasmodic pain. There 
is no longer dyspareunia or pain after orgasm. After “ that 
awful pain’ went she developed an entirely different outlook 
on life and wanted to be told all about childbirth. I have 
recently heard from her that she is pregnant and very happy. 


DETAILS OF PROCEDURE 


Before discussing these cases it may be well to state 
precisely how the investigation was made. 


The patient was anxsthetised with sodium thiopentone on 
a urological operating-table so that the X-ray pictures could 
be taken as soon as the investigator said the word. Dr. Ernst 
Widrich performed the urological investigations for me, and 
Dr. I. A. Brotman the radiological examinations. The order 
of procedure was as follows : 

1. Vaginal examination. 

2. Cystoscopy. A specimen of urine was collected in a sterile 
container. 

3. Ureteric catheters passed. 

4. Control film taken. 

5. Injection of 5-5 ml. 

into each ureter. 

6. Filling picture taken. 

7. Catheters withdrawn. Dilatation of the 
ureters with Braasch bulbs up to size 22-24 
(according to resistance). 

8. Table rotated into vertical position for erect 
picture. 

9. Emptying picture taken in horizontal position. 


125% sodium iodide 


The films are developed immediately and 
unless there is any indication for further 
investigation the whole procedure occupies 
a maximum of 20 minutes. If there is 
any evidence of infection 4-5 ml. of 2% 
‘ Argyrol’ is instilled into each ureter, and 
intramuscular penicillin (500,000 units) is 
given in a single intramuscular dose. If it 
is believed that infection is due to a penicillin- 
resistant organism, streptomycin 0°5 g. may 
be given 6-hourly for 24 hours. Most patients 
have little or no postoperative discomfort 
and return home 36-48 hours after admission. 
Occasionally there is pain for 12-16 hours, 
which is treated with antispasmodics. 


DISCUSSION 


About 3% of women suffer from 
intractable or disabling pain at the 
menses. All pdin in the human body is 
unnatural and has a cause. ‘“ Physio- 
logical pain ’’ is a contradiction in terms. 
Wharton (1943a) follows accepted prin- 
ciples and divides dysmenorrhea into 
primary and secondary types: ‘“‘the 
term ‘primary dysmenorrhea,’’’ he 
writes, “‘is synonymous with essential, 
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idiopathic, intrinsic or functional dysmenorrhea.” 
Fluhmann (1939) prefers the terms intrinsic and extrinsic. 
In point of fact, however, there is no such entity as 
primary or intrinsic dysmenorrhea: menstrual pain is 
secondary to definite pathological disorders. But these 
are not necessarily uterine ; the disorder may be located 
elsewhere—even at the psychological level. 

These" three cases, which are examples of a large 
category, call attention to a postulate which cannot be 
too frequently stated—that gynecology is the science of 
the whole woman. Manifestations of disease in the 
female organs or reproductive function may be primary 
and local; but they may also be secondary to the dis- 
organisation of almost any physiological function in the 
body. Psychological factors are, of course, of supreme 
importance. 

The three patients had received all the usual 
medical and surgical treatments. Pain-relieving drugs, 
hormones, sedatives, and tonics had been exhibited 
without appreciable benefit. Each patient had undergone 
dilatation and curettage before consulting me. Two of 
them had had their appendices removed, but no evidence 
of inflammation was reported. Presacral sympathectomy 
had been advised in all three cases, and the two elder 
women had been urged to undergo hysterectomy. But 
none of them had been cystoscoped or had the urinary 
tract examined. 


Pain of Ureteric Origin 

No tumour, neoplastic change, or inflammation could 
be found to account for their intense pain, which was 
spasmodic, severe, and incapacitating, and occurred only 
at the onset of menstruation. The site and nature of the 
pain were the same in all three cases. 

Hunner (1928), in his outstanding paper, ‘ What the 
gynecologist should know about urology,” recorded 
this form of dysmenorrhea. He attributed it, however, 
to inflammatory stricture of the ureter, which does not 
explain many of the associated phenomena. Morison 
(1942) refers to these manifestations of ureteric spasm 
but puts the pain not at Morris’s point but in the broad 
ligament zone, and appears to regard infection as the 
main #tiological factor. This is a mistake. Speransky 
(1935) is right when he says that ‘‘in our diagnosis we 
actually fasten on the result and do not take into account 
the mechanism of the pathological process.”’ 

It is not sufficient to ascribe spasm and stricture in one 
part of the ureter to inflammation without offering some 
explanation of the manner of infection. Although direct 
or primary infection of the lumen of the ureter has been 
recorded by various authors, the inflammation which 
gives rise to stricture and spasm is intramural, and the 
infection is conveyed by lymphatics. The lymphatics of 
the pelvic ureter empty into the hypogastric lymph- 
nodes, which also receive lymph from the cervix and the 
body of the uterus. Segmental lymphatic drainage of 
the ureter is generally recognised, but Mackenzie and 
Wallace (1935) pointed out that free anastomosis may 
occur under certain conditions, allowing both ascending 
and descending intramural infection. In this way 
the ureter may become infected from the cervix or 
body of the uterus, and Hunner’s (1925) contention 
that ureteric stricture can arise from distant foci of 
infection, such as the teeth, tonsils, and sinuses, may 
be justified. 

Infection leads to inflammation, and the latter causes 
spasm. ‘The constriction may be acute, subacute, or 
chronic, according to the patient’s ability to overcome 
the infection. The local spasm may not be sufficiently 
severe to cause pain, for constrictions in the lower third 
of the ureter may be demonstrated by pyelography in 
women who have pain only at the menses: that is to 
say, the constriction remains between the periods but 
only becomes painful with the onset of the menses. 
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This may explain the observations of Pelouze (1941) that 
Hunner claimed to have encountered clinically 2000 
strictures in 8 years, whereas 479 necropsy specimens 
examined by five investigators failed to reveal a single 
primary stricture. Is it not possible that in the relaxation 
of death macroscopic evidence of antemortem spasm 
may be obliterated ? ‘‘ Spasm simulating stricture may 
inject an element of confusion,’’ say Lowsley and Kirwin 
(1944), and fibrous tissue appears in and about muscles 
in a state of persistent spasm. 

Spasm of smooth muscle is accompanied by vaso- 
constriction : it is probably this that is responsible for 
the acute intermittent pain of ureteric dysmenorrhea. 
Uterine spasm causes a dull suprapubic ache which 
extends across the lower abdomen and is not colic ; but 
the relative ischemia of the ureter is accompanied by 
pain which increases in intensity with each peristaltic 
wave. Langley and Anderson (1895-96) demonstrated 
ischemia of pelvic viscera on stimulation of the hypo- 
gastric nerves, and Lewis (1932) showed that severe and 
paralysing pain develops in muscles with restricted blood- 
supply. Peristalsis in the ureter is not arrested by focal 
areas of intramural infection, although local spasm 
confines the infective agent. 


Psychosomatic Aspects of Dysmenorrhea 

The psychological effect of menstruation has been 
discussed by a very large number of workers, most of 
whom agree with Naber (1931) that: ‘‘ dysmenorrhea 
is generally of psychogenic origin.’’ Dunbar (1938) gives 
an extensive bibliography of this subject. Yet from all 
these published observations there is one omission—the 
ureter is not referred.to. The effect of psychic influences 
upon the uterus and its functions occupies the attention 
of all these authors, though there seems to be no explana- 
tion of the mechanism by which psychical influence can 
produce the results ascribed to it. 

The three cases I record here as examples of ureteric 
dysmenorrhea exhibit many symptoms which previously 
have been considered uterine in origin, but which were 
eliminated by treatment of the ureter. Ureteric peristalsis 
recurs at intervals corresponding to the attacks of colic 
complained of by the three women: is any rhythmical 
uterine spasm recognised that could account for this 
phenomenon? All three spoke of a sense of fullness 
and dropping in the vagina, and this symptom, too, 
disappeared after dilatation of the lower third of the 
ureter. 

The fear-tension-pain syndrome (Dick Read 1946) is 
applicable to the inflamed pelvic ureter, which is supplied 
through the hypogastric plexus by the same nerves as, 
under emotional stress, give rise to the abnormal tensions, 
and therefore the pain, of labour. The onset of menstrua- 
tion, which is a continual reminder of the reproductive 
process, is not only accompanied by the fear of dis- 
comfort, but wakes up the underlying causes of anxiety 
associated with the whole reproductive function, which 
originated in what we will term ‘‘ psychic trauma” at 
an earlier age: the result is an overactivity of the 
sympathetic nervous system out of all proportion to the 
intensity of the afferent stimulus. The already spastic 
ureter, which has been subjected, with the other pelvic 
viscera, to premenstrual congestion, receives a violent 
added stimulus, which causes such tension that the 
threshold of pain is crossed. The vicious circle is thus 
established, for the presence of pain justifies the fear 
which, through the sympathetic nervous system, stimu- 
lates the circular smooth muscle-fibres of the ureter, 
thereby increasing the tension and the pain, until a 
severe and incapacitating condition arises. It may be 
asked why the ureter should give rise to pain if, through 
the hypogastric nerves, the uterus is subjected to the 
same efferent nervous discharges. But if the uterus is 


healthy and one ureter is inflamed, the supersensitive 








THI 
tissu: 
react 
of tl 
Sher 
conv 
utert 
ik 
elim: 
The 
psyc 
recti 
fear. 
suck 
be p 
and 
ated 
sym 
psy 
is I 
syn 
spai 
req 


Reli 
I 
reli 
rem 
care 
tak 
asl 
by 
me! 
2-3 
to1 
in 
cur 
of 
pre 
cor 
me 
nel 
nol 
mu 
an 
cal 
dy 
an 
sp 
ha 
the 
th 
pa 
to 
un 
eli 


ar 
or 

di: 
res 








raso- 
» for 
noe. 
hich 
but 
l by 
altic 
ated 
ypo- 
and 
ood- 
focal 
asm 


been 
st of 
hoa 
Zives 
n all 
—the 
neces 
ition 
ana- 
) can 


teric 
yusly 
were 
jalsis 
colic 
nical 

this 
Iness 

too, 
the 


6) is 
plied 
8 as, 
ions, 
trua- 
ctive 
dis- 
ciety 
rhich 
” at 
- the 
» the 
astic 
elvic 
olent 
the 
thus 
fear 
imu- 
‘eter, 
til a 
y be 
ough 
» the 
us is 
sitive 








THE LANCET] 


tissues of that ureter will record the greater sensory 
reaction and take precedence over the afferent response 
of the uterus and the other ureter, in keeping with 
Sherrington’s (1906) theory of the common path. The 
converse occurs when the ureters are healthy and the 
uterus is disorganised by disease. 

The fear-tension-pain syndrome can be arrested by 
eliminating either the psychic or the somatic causes. 
The pain can be relieved by drugs and analgesics. The 
psychiatrist can break down the syndrome by psychic 
rectification and the therapeutic implantation of rational 
fear-destroying mental processes. Destructive operations, 
such as presacral sympathectomy or hysterectomy, can 
be performed. This is applicable both to ureteric tension 
and to certain forms of dysmenorrhoea which are associ- 
ated with spasm of the uterine musculature. If presacral 
sympathectomy is performed, the nerves which convey 
psychic stimulus are removed and therefore the tension 
is not increased by efferent discharges. The same 
syndrome can also be broken down by stretching the 
spastic muscles. But the mechanism of relief by dilatation 
requires further explanation. 


Relief by Dilatation 

Dilatation of constricted orifices in the body often 
relieves spasmodic pain temporarily, though it does not 
remove the cause. The extent of tissue destruction from 
careful dilatation is negligible: no structural change 
takes place that could prevent a recurrence of spasm after 
a short time, and indeed if these cases are treated purely 
by surgical procedures without attention to the patients’ 
mental attitude many have a recurrence of pain after 
2-3 months. Wilfred Shaw (1948) writes : ‘‘ It is difficult 
to understand why dilatation of the cervix cures the pain 
in spasmodic dysmenorrheas.’’ Dilatation does not 
cure ; it isan important accessory to relief. The stretching 
of the circular muscle-fibres and connective tissues 
prevents painful spasm for a short time and establishes 
confidence that the dysmenorrhea is relieved. The 
menses are no longer feared and the efferent sympathetic 
nerves do not, through emotional excitation, disturb the 
normal harmony of action of the longitudinal and circular 
muscle-fibres that produce painless peristalsis. This offers 
an explanation for Wharton’s (1943b) statement “‘ If one 
can give the young woman a few months of relief from 
dysmenorrhea she may have no more trouble from it 
and require no more attention.’’ Excessive tension and 
spasm does not recur in women when the primary cause 
has been psychogenic ; therefore pain is absent when 
the fear of pain has been obviated by painless menses. If 
through psychic stress anxiety again becomes established 
pain will return. Dilatation of the ureters will have 
to be repeated and psychological rectification again 
undertaken, until the bases of her fears have been 
eliminated. 


SUMMARY AND CONCLUSIONS 


Three cases of intractable incapacitating dysmenorrhea 
are recorded, in which there was no evidence of uterine 
or ovarian disease. Stricture or spasm of one ureter was 
diagnosed in each case, and treatment of this condition 
resulted in complete relief from menstrual pain. 

Cystoscopy and retrograde pyelography should be a 
routine procedure in the investigation of intractable 
dysmenorrhea. Hysterectomy or presacral sympathec- 
tomy should not be advised until the urinary tract has 
been examined. 

Dysmenorrhea is often the somatic manifestation of 
a psychological state, resulting in the fear-tension-pain 
syndrome. 

I wish ‘0. express my thanks to Dr. Widrich and Dr. I. A. 
Brotman, both of Johannesburg, for collaborating with me in 
these investigations. 
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In a study of the effects of surgical operations on 
nitrogen and electrolyte metabolism (Wilkinson et al. 
1949, 1950) it was shown that immediately after operation 
the urinary excretion of nitrogen and potassium was 
increased, whereas that of sodium and chloride was 
decreased. This appeared to be a fundamental part 
of the body’s response to injury and to be independent 
of the type of surgical operation ; it was not abolished 
by dietary measures. Whether or not corresponding 
changes took place in the composition of the blood 
seemed to be worth investigating, and the results 
obtained from 30 patients, studied in two groups, are 
reported here. 

METHODS 


Group I comprised 4 healthy volunteers who acted as 
controls by submitting to dietary restriction but not to 
surgical operation, and 20 male patients who underwent 
surgical operation. Of the latter, 17 were submitted to 
partial gastrectomy, and I each to gastro-enterostomy, 
splanchnicectomy, and vagotomy plus gastrectomy. 

Blood was withdrawn at least once before and again 
two days, four days, and fourteen days after operation. 
In some cases more frequent sampling was possible 
during the postoperative period. In all cases blood was 
withdrawn without stasis into a glass syringe sterilised 
by autoclaving, transferred to tubes containing any 
necessary anticoagulant, and analysed without delay. 
In most samples determinations were made of plasma- 
proteins (micro-Kjeldahl, with magnesium sulphate as 
the fractionating agent), non-protein nitrogen (micro- 


Kjeldahl), chloride (Van Slyke 1923), and carbon 
dioxide combining power (Van Slyke and Cullen 
1917). In some cases, limited unfortunately by the 


undesirability of repeatedly withdrawing large samples 
of blood, some or all of the following were also determined : 
serum sodium (Peters and Van Slyke 1931), urea (Van 
Slyke 1929), amino-acid nitrogen (Frame et al. 1943), 
creatinine (Folin and Wu _ 1919), and uric acid 
(Folin 1930). Determinations of hemoglobin were made 
by the carboxyhemoglobin method with a Haldane 
hemoglobinometer calibrated so that 100% represented 
14-8 g. of hemoglobin per 100 ml. of blood. 
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Group II included 10 patients, of whom 4 were sub- 
mitted to partial gastrectomy, 2 to gastro-enterostomy, 
2 to splenectomy, 1 to cholecystectomy, and 1 to 
nephrectomy. In these, plasma-proteins, serum-sodium, 
and serum-chloride levels were determined the day before 
and the day after operation. Further, in an attempt to 
gain information as to quantities as well as concentra- 
tions, the plasma volume (Gibson and Evans 1937), and 
the thiocyanate space (Bowler 1944) were measured. 
For these determinations 20 ml. of blood was withdrawn 
by venepuncture, and then through the same needle 
5 ml. of 0:24% blue dye T.1824 was injected, followed 
by 10 ml. of 5% sodium thiocyanate. The exact amounts 
injected were determined by calibrating the syringes used 
for the amount they delivered from the 5 or 10 ml. mark ; 
in the case of sodium thiocyanate the fluid remaining in 
the needle after the injection was not included. From 
a vein in the other arm 15 ml. of blood was withdrawn 
ten and thirty minutes after the dye had been injected. 
The blood was allowed to clot, and after an initial spinning 
the supernatant serum was spun again and used for the 
estimations. The plasma volume was calculated from 
the concentration of T.1824 in the ten-minute sample 
found by direct determination, and the thirty-minute 
sample, after suitable treatment, was used for determining 
the thiocyanate space. The estimations were made with 
a Spekker photo-electric absorptiometer, by comparison 
with standard solutions, water being the reference fluid 
in all cases. The blood volume was calculated in the 
usual way from the plasma and hematocrit reading. 
Corrections were not made in the hematocrit figures for 
plasma trapped in the red cells. The assumption that 
the blue dye concentration ten minutes after the injection 
gives an accurate measure of the plasma volume has 
been criticised by Gregersen (1944), Davis (1942), and 
Rossiter 
(1949) ; since 
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fig. 1. 
Plasma-proteins 

About the second day after operation the total plasma- 
protein fell sharply and remained low for two to twelve 
days. The extent of the fall ranged in 16 patients from 
0-29 to 2-0 g., with a mean of 0-73 g., per 100 ml. 
of plasma. It was the resultant of a rather greater 
fall in the plasma-albumin concentration (which fell by 
0-25-1-6 g., average 0-94 g., per 100 ml. and remained 
below the preoperation level for the whole fourteen days’ 
observation) and a gradual rise in the globulin level 
(which began immediately in all but 2 cases in which 
it followed an initial fall). It was this increase in the 
plasma-globulin concentration which explained the early 
return of the total plasma-protein level to, and often 
above, the preoperation level, while the plasma-albumin 
concentration remained low. 

The different behaviour of the albumin and globulin 
fractions showed that the fall in total plasma-protein 
concentration was not, as suggested by Coller et al. (1945), 
a mere dilution effect from infusions of saline solution 
and glucose. Nor was it due to deprivation of food, for 
it did not occur in the four unoperated controls, and in 
any case it appeared far more rapidly than the fall which 
does occur slowly in semi-starvation (Keys et al. 1946). 

The picture somewhat resembles that seen in many 
cases of liver functional deficiency, but unfortunately 
no other tests of liver function were made. 

Non-protein Nitrogen 

In most of the patients the amount of non-protein 
nitrogen was appreciably increased as early as the day 
after operation. The magnitude of the increase and its 
duration varied. Thus in one patient the biggest increase, 
on the fourth day after operation, was 6-4 mg. per 100 
ml., and on the seventh day the non-protein nitrogen 
was still 3 mg. per 100 ml. above the pre-operation level 
of 36-8 mg. per 100 ml. However, in a few patients there 
was no appreciable change in the non-protein nitrogen. 
When there was, the increase in non-protein nitrogen 
was due mainly to an increase in urea, but part was in 
the ‘‘ rest fraction,”’ there being no significant alteration 
in uric acid, creatinine, or amino-acids. There is an 
obvious relation in time between this rather variable 
increase in blood-urea nitrogen and the increased protein 
katabolism after injury, usually reflected in the urinary 
excretion of nitrogen, and possibly the differences in 
magnitude of the blood-urea increases may be associated 
with differences in renal function. 

Carbon Dioxide Combining Power 

Although there were minor fluctuations in both 
directions, the carbon dioxide combining power of the 
plasma always remained within the accepted normal 
range of 55-75 volumes %. 

Red-cell Volume 

Measurement of the red-cell volume by hematocrit 
showed that there was some hemoconcentration immedi- 
ately after operation and lasting from a few hours to 
forty-eight hours. Thereafter hemodilution took place, 
its maximum—..e., the lowest hematocrit reading—being 
usually found between the fifth and the eighth day after 
operation. The mean decrease in the hematocrit reading 
was 8-:7% (range 3-0-16-0%), and there were correspond- 
ing decreases in the red-cell count (mean decrease 840,000, 
range 280,000—1,120,000, per c.mm.) and amount of 
hemoglobin (mean decrease 17:1%, range 8-0-24-0%, 
Haldane). These figures suggest that during the later 
period of hemodilution there is either a decrease in the 
number of circulating cells or an increase in the plasma 
volume without either hydration or dehydration of the 
erythrocytes. Data from a typical case are shown in 
fig. 2. Preoperative levels were not regained during the 


The data from a typical case are given in 


period of observation. 
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composition, though not ‘peeneensel:; are agninet this 
view. Thus, as early as the first day after operation 
there is a tendency for the plasma-albumin concentration 
to decrease and for the globulin concentration to increase, 
and the probable reality of these tendencies is emphasised 
by their more definite character on the second day. 
Again, the plasma-chloride and plasma-sodium concen- 
trations, though they have not much altered (see table), 
tend to decrease. These findings suggest an alteration 
in capillary permeability such as has been proposed by 
Howland and Mahoney (1943), and support previous 
evidence—e.g., Fox and Baer (1947)—for the accumula- 
tion of sodium and chloride in damaged tissue. In so 
far as they suggest transference of albumin to the extra- 
cellular-extravascular fluid, they indicate a reinforce- 
ment of conditions, initiated perhaps by the leakage of 
protein and inorganic ions from damaged tissue cells, 
which must lead to a widespread redistribution of body- 
water and electrolytes. 

Considered in conjunction with previous observations 
on chloride, sodium, potassium, and water metabolism 
after surgical operations (Wilkinson et al. 1949, 1950), 
the small changes in the concentrations of the blood 
constituents indicate the efficiency of differential renal 
function in assisting the production of the inflammatory 
exudate. They emphasise the true biological function 
of the blood as a vehicle. The readiness with which 
albumin apparently passes out from the unusually perme- 
able capillaries in the injured area suggests that this 
protein fraction has important functions apart from the 
maintenance of intravascular osmotic tension. Whether 
the action of albumin is particularly to draw water from 
the capillaries to the seat of injury or to provide a lecal 
source of protein components for repair, or both, is 
unknown. It seems that apart from the reductions in 
the total quantity of albumin and in the volume of plasma 
in circulation, the bulk of the constituents of the inflamma- 
tory exudate is derived from the cells and the extra- 
vascwar fluid in the uninjured areas. The initial 
disturbance at the time and site of injury may lead to 
the local production of some substance which affects not 
only the local capillaries but also, perhaps indirectly, 
renal function. 

SUMMARY 


Changes in the composition and volume of the blood 
after severe surgical operations followed a _ general 
pattern which was independent of the type of operation 
or the method of postoperative feeding. 

In all the patients there was a sudden fall in the 
plasma-protein, in particular the albumin concentration. 
In most cases the globulin concentration gradually rose 
to values well above the preoperative levels. 

Increases in amount of non-protein (urea) nitrogen 
were observed in some patients. 

Hemoconcentration on the day after operation, 
followed by hemodilution, was observed in all patients. 
Changes in hematocrit values were accompanied by 
corresponding changes in red-cell count. 

An immediate reduction in total blood-chloride with 
an inconstant reduction in plasma-chloride was followed 
in most patients by a rise in total blood-chloride. 
There were corresponding changes in the serum-sodium. 
There was some evidence that electrolyte ions were 
transferred from the plasma to the red cells. 

On the day after operation there was a significant 
reduction in plasma and blood volume, and in the total 
amounts of proteins and sodium circulating in the 
plasma, but no significant change in the ‘ thiocyanate 
space.” 

The relation of the blood changes observed to the 
periods of salt retention and protein katabolism after 
operation is discussed. 

We wish tc thank Sir James Learmonth for providing 
elinical facilities and for his continued interest in our work. 
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HONORARY PHYSICIAN 


THE importance of potassium as the chief ion of the 
cell and an essential factor in neuromuscular transmission 
has been known to physiologists since the end of last 
century, but it is only in recent years that disturbances 
of potassium metabolism have been clinically recognised. 
Thus, in familial periodic paralysis a fall in serum- 
potassium (hypokalemia) has been shown to be the cause 
of the paralysis, which disappears when potassium salts 
are given (Aitken et al. 1937). Darrow (1946) made an 
exhaustive study of hypokalemia in infantile diarrhea 
and reduced their mortality from 25% to about 5% with 
replacement therapy. The necessity for anticipating 
changes in potassium metabolism has also been demon- 
strated in renal conditions (Brown et al. 1944) and in the 
recovery phase of diabetic acidosis, where the outcome 
may be fatal (Holler 1946). Hypokalemia may also 
occur in Cushing’s syndrome (Willson et al. 1940), in 
congenital alkalosis (Gamble et al. 1945), and after 
therapy with deoxycortone (Talbott and Schwab 1940, 
Ferrebee et al. 1941), testosterone (Butler et al. 1942), 
or p-aminosalicylic acid (Cayley 1950). The importance 
of potassium in surgical practice has been emphasised by 
Blixenkrone-Moller (1949). 

Probably too little attention has been paid to the 
potassium ion when treating the profound electrolytic 
disturbances that accompany many gastro-enterological 
conditions in the adult, particularly those associated with 
vomiting and diarrhea. The present case is reported as 
a typical example of hypokalemia and its dramatic 
response to specific therapy. 


CASE-RECORD 


A man, aged 47, gave a history of dyspepsia starting in 
1930, the chief symptoms being epigastric pain one or two 
hours after food, eased by milk or alkalis, and relieved by 
vomiting. Bouts of vomiting and pain, interspersed with 


freedom from symptoms, continued until 1946, when the pain 
became worse and changed to a griping which reached a climax 
about 3 P.M. each day, when the patient would vomit a large 
quantity of material in which undigested particles of his 
The intervals of freedom became 


breakfast were visible. 
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shorter, until in September, 1949, he was vomiting every 
day and suffering from severe pain in the right hypochondrium 
passing through to the right shoulder blade. At this time a 
barium meal 
showed pyloric 
stenosis, about 
60% remaining 
in the stomach 
after twenty- 
four hours. 
Reluctant to 
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300} 4+ and butter, with 

5 ae 200+ 4 fish and milk 
S 2% 100+ 4 occasionally, 
| Spier FY ena cee , until in an ex- 


hausted dehyd- 
rated condition 
he was admitted 
to the hospital 
under one of us 
(H. H. 8.) on 
Jan. 23, 1950. 
On admission 
he was poorly 
nourished and 
asthenic, weigh- 
ing 6 st. 9 lb. ; 
height 5ft. 2in. 
He was col- 
lapsed, pale, and 
dehydrated, 
with a dry fur- 
red tongue, 
pulse-rate of 60-70 per min., normal temperature, and blood- 
pressure of 95/60 mm. Hg. He had a large stomach with visible 
peristalsis and succussion splash. His bowels had not opened 
for several days, and very little urine was being passed. 
Investigations showed salt-depletion and extrarenal uremia. 
Serum-chloride 48-6 m.eq. per litre (170 mg. per 100 ml.) ; 
blood-urea 256 mg. per 100 ml. Urine normal; urinary 
chlorides 256 m.eq. per litre (Fantus test). Blood: -proteins : 
albumin 3-9 g. and globulin 2-8 g. per 100 ml. Fractional test- 
neal showed achlorhydria. No occult blood in stools. Red-cell 
count 4,150,000 per c.mm.; Hb 11-6 g. per 100 ml.; mean 
cell volume 80-9 c.u. ; mean corpus- 
cular Hb concentration 32-7% 
Treatment and Progress.—On the 
second day the patient had two 
convulsions and rapidly became 
comatose. Almost complete anuria 
was present, and the blood-urea 
reached 290 mg. per 100 ml. Treat- 
ment consisted of intravenous in- 
fusions of physiological saline and 
glucose solution (total sodium chlo- 
ride 90 g. and glucose 100 g.) until, 
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Fig. |—Biochemical data. 
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It pane that some other siieeei factor must + dbadeiik 
and the serum-potassium level‘of 4-1 m.eq. per litre (16 mg. 
per 100 ml.) and the electrocardiogram (fig. 2) were com- 
patible with potassium deficiency. By the sixth day the 
patient appeared to be in extremis. An isotonic solution of 
potassium chloride (total 5-5 g.) was injected subcutaneously 
in a drip over four hours with hyaluronidase. Recovery began 
six hours after the start of this treatment, and by next morning 
the change was remarkable, the patient being alert, feeling 
very well, and boasting of his vitality. His pulse and respira- 
tions were normal, blood-pressure 120/80 mm. Hg, and 
peripheral reflexes and electrocardiogram (fig. 3) normal. 
Potassium chloride was continued by mouth, 2 g. being added 
to each two-hourly feed. 

On the 8th day the patient began to deteriorate once more, 
becoming weak, rather drowsy, and irritable, and he then 
suddenly collapsed into the same apparently moribund state 
as before, the electrocardiogram reverting to the hypokalzemic 
type. Potassium chloride (total 5-5 g.) in isotonic solution 
was again given subcutaneously at the same rate, and it 
produced a quicker recovery than before. Some weakness, 
with diminished reflexes, slight drowsiness, and irritability 
persisted, but gradually disappeared over the next twenty-four 
hours, and potassium chloride 3 g. was given in each two-hourly 
feed. 

In spite of receiving this potassium by mouth he had a 
further relapse on the tenth day, which was again relieved by 
subcutaneous potassium .chloride (total 16-6 g. over eight 
hours). This dosage, however, led to potassium intoxication, 
with characteristic changes in the electrocardiogram (fig. 4) 
when the serum level reached 8-8 m.eq. per litre (35 mg. per 
100 ml.). The condition now was one of dehydration with 
malaise and brisk reflexes. It responded readily to intra- 
venous glucose (50 g.) and sodium chloride (4-5 g.), given to 
reduce the serum-potassium level, and twenty-four hours later 
the electrocardiogram was reversed and again suggestive of 
potassium deficiency. 

The man’s subsequent progress was uneventful. He was 
given potassium chloride 1 g. twice daily and was fit for 
operation after a month. Later investigations confirmed the 
absence of organic renal disease. The urine was normal in all 
respects. Van Slyke urea-clearance test was 91%. Urea- 
concentration test (Maclean) gave a maximum figure of 3-6% 
urea, and Volhard’s concentration and dilution tests were 
normal. An intravenous pyelogram was also normal. 

Laparotomy confirmed the diagnosis of almost complete 
pyloric stenosis. The pylorus and gall-bladder were embedded 
in a mass of inflammatory tissue, probably from a previously 
leaking duodenal ulcer. Partial gastrectomy being impossible, 
a gastrojejunostomy was done. His recovery was uneventful, 














after five days, the serum-chloride 
reached normal figures and the 
blood-urea fell with the return of 











renal function (fig. 1). The patient 








was now conscious; but, in spite 
of the apparent success of treatment 
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plained of great weakness, but there 
was no obvious dehydration. His 
pulse-rate was slow (46 per min.), 
blood-pressure 90/60 mm. Hg; and 
respirations so shallow as to be 
almost imperceptible, regular, but 
more rapid than normal. There was 
a moderate degree of cyanosis. 
Radiography of the chest was nor- 
mal. The peripheral reflexes were 
much diminished but plantar 
responses normal. 





Fig. 2—Electrocardiograms showing the 
effect of low potassium. (a) T waves flat in 
leads I, Il, and 111 ; S-T segment abnormal 
in leads CR,, CR,, and CR, (b) Twelve 
hours later (without specific therapy) : 
sinus rhythm at 43 per min. ; characteristic 
broad flat T waves in lead |; prolonged 
S-T segments. 
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with little disturbance in the serum-electrolyte levels. Six 
months later he felt perfectly well and had gained 33 lb. in 
weight. 
DISCUSSION 

The biochemical pattern of this patient at first followed 
the course that is usual in pyloric stenosis with continuous 
vomiting. Thus, 
the loss of hydro- 
chlorie acid and 
water gave rise to 
hypochloremia 
with alkalosis. 
Finally, dehydra- 
tion with an in- 
sufficient glomer- 
ular filtration 
pressure led to 
= acute renal failure. 
C=ptit tet ee )«6=6"Mhe delay in the 
man’s recovery 
after correction of 
salt loss and return 
of renal function 
pointed to some 
complicating factor, and there were clinical indications of 
potassium deficiency. These were the great muscular 
weakness, with poor tone and almost absent reflexes ; the 
bradycardia ; and respirations so shallow as to be almost 
imperceptible, resulting in cyanosis—a state of affairs 
reminiscent of Holler’s (1946) case, where a Drinker 
respirator was necessary until the administration of pot- 
assium produced a prompt recovery of respiratory func- 
tion. The earliest warning of the relapse when parenteral 
potassium therapy was discontinued was a change of 
personality, consisting of irritability and apathy, together 
with asthenia and 
diminution of reflexes. 
The reversal of these 
attacks by a single 
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Fig. 3—Twelve hours after fig. 2(b), showing 
return to normal following parenteral 
potassium chloride. 
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line of therapy on 
three separate occa- 
sions confirmed the 


diagnosis. 
Biochemical evi- 
dence was supplied 
by the serum-potas- 
sium levels, estimated 
by the usual chemical 
methods. The flame 
photometer, which 
makes estimation easy 
and rapid, was not 
then available. The 
normal amount of 
potassium in the 
serum is minute, 
being 4-6 m.eq. per 
litre (16-22 mg. per 
100 ml.), and in both 
these techniques the 
slightest haemolysis in 
the blood sample will 
lead to false high 
figures owing to con- 
tamination of the c 
serum by the high 
eoncentration of 
potassium from the 
erythrocytes. The 
figures in the present 
case were only on the low side of normal and not so 
low as would be expected with potassium deficiency 
causing serious symptoms. But the essential deficiency 
is intracellular, and there is no way, apart from muscle 
analysis, of measuring the cellular potassium. Symptoms 
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Fig. 4—Electrocardiogram indicating 
potassium intoxication ; T waves 
now tall and spiky. 
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of potassium deficiency may arise although the serum- 
potassium level is normal, and, in cases where dehydration 
results in the removal of intracellular fluid and the 
transfer of potassium to the serum, the serum-potassium 
levels may temporarily be higher than normal before 
excretion in the urine has taken place. Such cases can 
only be detected by potassium-balance experiments. 
Generally, the serum-potassium, which accurately reflects 
the potassium level in the extracellular fluid bathing the 
cells (Folk et al. 1948), is an accurate guide to the 
presence of this syndrome. 

Electrocardiography proved to be the quickest method 
of detecting changes in potassium metabolism in the 
present case. Both rises and falls in the serum-potassium 
level affect the cardiac mechanism, as Ringer showed 
when developing his solution to perfuse the isolated 
mammalian heart (Ringer 1883), and other workers 
who have studied the electrocardiographic responses 
to variations of serum-potassium in man have shown 
that a low serum-potassium level is associated with 
a flat broad tT wave and a prolonged Q-—t interval. 
Later there is further lowering of the T wave, then 
depression of the st segment, eventually leading to heart- 
block and heart-failure in systole (Stewart et al. 1940, 
Stoll and Nisnewitz 1941). Raised levels of serum- 
potassium produce high T waves, followed by auricular 
arrest, prolonged Q R S complex, and heart-failure in 
diastole from a direct depressant action of the potassium 
ion on the myocardium (Winkler et al. 1938, Tarail 
1948). The prolonged flat tT wave (fig. 2b) in the present 
case and an associated long Qt interval were typical of 
potassium deficiency, and returned to normal after 
therapy. This had been shown by Thomson (1939) who 
demonstrated a direct correlation between the serum- 
potassium level and the height of the T waves. The 
alteration following specific therapy is important because 
other factors in the electrolytic pattern may play a part 
in the electrocardiographic changes, notably hypocal- 
cemia (Barker et al. 1937), which was unlikely in the 
present case because the serum-calcium level was normal. 
Overdosage with potassium later produced intoxication, 
with remarkably high peaked T waves, similar to those 
reported in a fatal case by Finch and Marchand (1943). 
The serum-potassium level had then risen to 8-8 m.eq. 
per litre (35 mg. per 100 ml.), and the patient had. severe 
malaise and water depletion. All these features dis- 
appeared after the administration of intravenous glucose, 
which lowers the serum-potassium level (Fenn 1939), and 
physiological saline. 

The sequence of events leading to symptoms of hypo- 
kalemia probably occurred on a background of depriva- 
tion, for the intake had long been inadequate. The 
expenditure of cellular elements by the body for energy, 
heat, and repair, which occurs during starvation, probably 
contributed to the deficit, while further accentuation 
would follow the continuous vomiting and gastric 
aspiration, for the fasting gastric juice contains about 
80-90 mg. of potassium per 100 ml. Dehydration also 
contributed by loss of potassium with the intracellular 
fluid. 

The effect of treating such a patient with large quan- 
tities of intravenous sodium chloride is not only to increase 
any potassium deficit (Stewart and Rourke 1942) by 
causing a potassium diuresis (Gamble 1942), possibly 
aggravated by defective tubular function (Burnett et al. 
1950), but also to substitute sodium for potassium in 
the cells, an exchange that has been shown by muscle 
analysis (Mudge and Vislocky 1949) to be a feature of 
alkalosis. There seems, in fact, to be a reciprocal relation- 
ship between sodium and potassium, and the giving of 
generous infusions of sodium chloride as a routine may 
be ill advised and even dangerous unless their amount is 
controlled by frequent serum-potassium estimations. It 
is indeed surprising that hypokalemia does not occur 
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more often in undernourished patients with vomiting 
or diarrhea who are treated with massive infusions. 
Perhaps it goes unrecognised. That low serum-potassium 
levels are not uncommon in pyloric stenosis was shown 
by Falconer et al. (1939), and Bellett (1950) mentions that 
among a series of 25 cases with vomiting due to intestinal 
obstruction there were several with symptoms similar 
to those in our patient which responded to potassium 
therapy. 

The details of potassium therapy have been reviewed 
by Howard and Carey (1949). Treatment is hazardous 
unless care is used, and accurate dosage is impossible 
unless a quick method of estimation is available. An 
excess of potassium may cause cardiac arrest. This is 
more likely to happen with intravenous infusions, and 
Howard mentions a case where the cardiac changes were 
being recorded on a continuous electrocardiogram when, 
without warning, the patient collapsed with heart-failure 
in diastole. It is not the total dose that is so important, 
provided renal function is adequate, but the amount of 
serum-potassium reaching the heart. This can be 
controlled by the rate of injection, and the lethal threshold 
is about 10-12 m.eq. per litre. In the present case the 
subcutaneous method was chosen because we have found 
subcutaneous infusion with hyaluronidase very satis- 
factory, and believe that it is safer than intravenous 
infusion. The administration of potassium chloride by 
mouth was ineffective, probably owing to defective 
absorption due to the almost complete pyloric stenosis. 
Large doses of potassium chloride (total 29-7 g.) had to 
be given parenterally as a life-saving measure before the 
tendency to relapse was overcome. ‘This was to be 
expected, and it may take fourteen days, or longer, 
before the potassium of the body is replenished. 


SUMMARY 


A patient with advanced pyloric stenosis suffering from 
salt-depletion and extrarenal uremia was only tempor- 
arily benefited by glucose-saline infusions. His apathy, 
muscular atonia, bradycardia, and shallow respirations 
pointed to potassium deficiency, which was confirmed by 
the electrocardiographic findings and was not excluded 
by a serum-potassium level only on the low side of 
normal. 

AKtiological factors, such as undernutrition, vomiting, 
and dehydration are discussed, and the dangers of 
infusing such a patient with sodium chloride are indicated. 

Early recognition of hypokalemia is of great importance 
in such cases which do not respond to the usual treat- 
ment of salt-depletion and uremia. 

n the present case, the subcutaneous infusion of 
potassium chloride resulted in dramatic improvement in 
the symptoms and reversal of the electrocardiographic 
abnormalities. For a time the symptoms of hypokalemia 
returned if the infusion was stopped, but ultimately. the 
patient fully recovered. 


We wish to thank the electrocardiographic department, 
under Prof. K. D. Wilkinson, for invaluable coéperation in 
this case, and Dr. Garfield Thomas for the biochemical estima- 
tions, also Mr. D. F. Cole, 8.sc., for his advice on the paper. 
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Potassium deficiency in steatorrhcea has been described 
in 2 cases by Harrison et al. (1943) and in 1 case by 
Engel et al. (1949). All the patients had a low serum- 
potassium level associated with muscular weakness. 
An increased fecal excretion of calcium and phosphorus 
is well known to occur in steatorrhceea, but abnormal 
loss of potassium and sodium in the stools has rarely 
been reported (Black 1946, Harrison et al. 1947). 

The case described here is one of idiopathic steator- 
rhoea showing low serum-potassium levels and a markedly 
increased fecal excretion of both potassium and sodium. 

Technical Methods.—Sodium and potassium were deter- 
mined on ashed feces and urine after removal of interfering 
substances by methods essentially similar to those described 
by Hawk et al. (1947). The sodium and potassium concentra- 
tions in the resulting clear filtrates were estimated by the 
same methods as for serum. Serum-potassium was deter- 
mined by the method of Jacobs and Hoffman (1931), and 
serum-sodium by that of McCance and Shipp (1931). 


CASE-RECORD 


A woman, aged 41, was admitted on May 3, 1949, with 
two weeks’ history of diarrhea. Owing to her low level of 
intelligence no clear previous history could be obtained. 

On admission she looked ill and wasted. There was general 
weakness, but this was in keeping with her illness. The 
tongue was smooth and sore, and there were fissures at the 
angles of the mouth. Blood-pressure 105/80 mm. Hg. No 
abnormalities were found in other systems. There was no 
evidence of tetany. From 5 to 10 fluid stools were passed 
daily. 

Taieiilintiabie--Ubaaemceniy and bacteriology of the stools 
were normal. Sigmoidoscopy and a barium enema were 
also normal. Radiography of the chest showed normal 
heart and lung fields. A blood-count showed Hb 87% 
(12-9 g. per 100 ml.), red cells 4,430,000 per c.mm., and 
white cells 10,600 per c.mm. (neutrophils 68%, lymphocytes 
31%, monocytes 1%). On May 26, 1949, the blood chemistry 
(in mg. or g. per 100 ml. or m.eq. per litre of serum) was: 
sodium 301 mg. (103-5 m.eq.), potassium 12-1 mg. (3-1 m.eq.), 
chlorides (as sodium chloride) 600 mg. (102-6 m.eq.), calcium 
7-6 mg. (1-9 m.eq.), phosphorus 3-2 mg. (1-0 m.eq.), bicarbonate 
69 ml. CO, (30-8 m.eq.), protein 6-1 g. (albumin: globulin 
ratio = 1-3: 1), urea 28mg. The electrocardiograms showed 
changes related to the serum-potassium level and are reported 
elsewhere (McAllen 1951). 

Progress.—The diarrhoea continued unchecked for three 
weeks after admission, despite routine treatment with manne 
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Fig. |—Serum-potassium level and weight before and during treatment. 


sulphaguanidine, kaolin, and vitamins. There was a little 
improvement in the patient’s condition during the next two 
months. A three-day fat-balance test (233 g. of fat taken) 
showed 77:7% absorption. The fecal nitrogen averaged 
0-98 g. a day. A fractional test-meal revealed a histamine- 
fast achlorhydria. The glucose-tolerance curve after glucose 
50 g. by mouth was low and flat (80, 67, 83, 67, 60, 67 mg. 
per 100 ml. at half-hourly intervals). A barium meal showed 
a pronounced deficiency pattern in the small intestine. The 
diagnosis of steatorrhcea was thus established, and the evidence 
was in favour of the idiopathic type. Treatment with a low- 
fat high-protein diet and folic acid 20 mg. was then started. 
There was a great improvement in the patient’s condition 
over the next six months (fig. 1). Her weight increased by 
12 kg., and she became more alert mentally. Her tongue and 
lips returned to normal. The frequency of her stools decreased 
to 1-3 aday. The serum-potassium level rose to 23 mg. per 
100 ml. A second barium meal showed a normal pattern 
in the small intestine. A glucose-tolerance test gave a normal 
result (82, 124, 92, 76, 86, 68 mg. per 100 ml.). The 
fat-balance, however, remained abnormal, showing 74% 
absorption. 


Electrolyte Studies.—The first study was carried out during 
the acute phase of the illness, before the treatment by diet 
and with folic acid had been given. Potassium and sodium 
were in great excess in the feces, and there was a negative 
balance of each. The second study, during the clinical 
remission following treatment, showed almost normal values 
of potassium and sodium in the feces and a positive balance 
ofeach. The results are shown in the accompanying table. 


Potassium-tolerance Tests.—Oral potassium-tolerance tests 
were made during the acute and remission phases (fig. 2). 
The serum-potassium level was determined before, and at 
intervals after, the patient had been given potassium chloride 
5 g. by mouth. The two curves are strikingly different. The 
second (remission phase) agrees in shape with the normal 
curves described by Zwemer and Truszkowski (1936), Keith 
et al. (1942), and Keith and Osterberg (1946). The first 
(acute phase) shows a delayed rise to a low maximum, followed 
by a slow fall. 


POTASSIUM AND SODIUM BALANCES IN ACUTE AND REMISSION 
PHASES 


Amount of potassium or sodium (g. per 24 hr.) 


_ ) Acute phase 


Remission phase 











Pot. Sod. Pot. Sod. 

Intake —— 3-0 1-4 3-0 3-4 
Excretion : | 

In fmces .. 4-9 1-3 0-6 | 0-1 

In urine 1- 0-6 1-5 2-3 

Balance <a —3-€ —0°-5 +0-9 +1-0 


During both balances the patient was on a constant intake of 
potassium and sodium for three days before collections began. 
The first balance period was over 24 hours, the second over 72 hours. 
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DISCUSSION 


In this case there was no evidence of associated or 
underlying disease which could have given rise to the 
high fecal potassium level during the acute phase. 
Increased cellular loss from the bowel, as a cause, was 
excluded by the normal fecal nitrogen level. The 
high fecal potassium level could be explained by a 
defective absorption of potassium from the diet and the 
intestinal 
secretions, in view 
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tolerance curve 
and by its change 
to a normal shape after the patient had responded 
clinically to treatment. 

SUMMARY 


A case of idiopathic steatorrhcea is described which 
showed a low serum-potassium level, excessive loss of 
potassium in the feces, and a negative potassium balance. 

The potassium deficiency was thought to be caused by 
impairment of potassium absorption. 

We wish to thank Dr. N. F. Coghill for permission to study 
this case, and Mr. R. J. Hall for technical assistance. 


acute and remission phases. 
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PRC™.ONGED ABNORMALITY 
OF CEREBROSPINAL FLUID AFTER 
CISTERNAL STREPTOMYCIN 


Davip BEYNON 
M.B. Lond., M.R.C.P., D.C.H. 


LATE RESIDENT ASSISTANT PHYSICIAN, THE HOSPITAL FOR 
SICK CHILDREN, GREAT ORMOND STREET, LONDON 


A BABY, aged 6 weeks, was treated for acute meningitis 
due to Bact. fecalis-alkaligenes with cisternal and intra- 
muscular streptomycin. The cerebrospinal fluid (C.s.F.) 
became sterile on the second day of treatment, and 
clinical recovery was rapid; but six months passed 
before the protein content of the c.s.F. returned to normal. 
The patient, now aged 2'/, years, appears normal and 
mentally forward. 

CASE-RECORD 

A baby girl, aged 6 weeks, was admitted to the Hospital for 
Sick Children, Great Ormond Street, with a history of loose 
stools and anorexia for five days and convulsions for four 
days. 

On admission she was ill, collapsed, and somewhat 
dehydrated, with rectal temperature 98°F, and weight 61/, lb. 
There were constant fibrillary twitching of the left eyelids, 
spastie rigidity of the left leg, and intermittent generalised 
convulsions. No neck rigidity was present, and bulging 


of the fontanelle only appeared two days later when hydration 
Lumbar puncture on admission 


had been fully restored. 
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produced a dry tap, and cisternal puncture produced only a 
few drops of thick purulent fluid containing protein 384 mg. 
per 100 ml., sugar 6 mg. per 100 ml., chlorides 540 mg. per 
100 ml., cells 3000 per c.mm. (polymorphs 98%). A film of the 
0.8.F. showed many gram-negative organisms, and a culture 
grew Bact. fwcalis-alkaligenes. A blood-count showed 50,200 
white cells per c.mm. (polymorphs 76%). A blood-culture 
did not grow the organism. 

Treatment.—Intramuscular penicillin and oral sulphadia- 
zine were started on admission and continued for ten days. 
From the day following admission streptomycin sulphate was 
given intrathecally 0-05 g. daily for eight days and intra- 
muscularly 0-04 g. six-hourly for seven days (0-02 g. per lb. 
of body-weight daily). The intrathecal streptomycin, dis- 
solved in 5 ml. of physiological saline solution, was injected 
by cisternal puncture each day owing to continued lack of 
flow of c.s.F. on lumbar puncture, presumably due to spinal 
block. Even cisternal puncture, on two occasions, produced 
only a few drops of thick purulent fluid, and streptomycin 
had to be injected under pressure. 

Progress.—The c.s.¥. was sterile on the day after strepto- 
mycin was started and remained so thereafter. The turbid 
fluid became clear and yellow after three days. Clinical 
improvement was obvious on the fourth day of treatment : 
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convulsions and twitching had stopped, the fontanelle was 
normal, and the appetite was good. This progress was 
maintained until the seventh day of treatment, when a 
mild clinical relapse occurred. Convulsions reappeared, the 
fontanelle became tense, there was slight neck stiffness, and 
feeds were refused. There was no corresponding change in 
the c.s.¥., and the white-cell count in the blood continued 
to show steady improvement, being now 14,700 white cells 
per c.mm. (polymorphs 48%). It was therefore decided to 
stop intramuscular streptomycin on that day, and the intra- 
thecal streptomycin was stopped on the following day. On 
the day after that the baby again rapidly improved, and no 
further ill effects appeared. She gained weight steadily and 
was discharged home in the fifth week. 

Follow-up.—When the patient was discharged from hos- 
pital the c.s.Fr. still contained 154 mg. protein per 100 ml. 
and 61 white cells perc.mm. She was therefore subsequently 
readmitted at intervals for lumbar puncture. The C.s.F. 
white-cell count fell to normal in the eighth week after the 
illness, but the protein was still 60 mg. per 100 ml. after 
twenty-three weeks (see figure).. Six months after this a lumbar 
puncture produced ¢.s.F. which was chemically normal, 
with protein 30 mg. per 100 ml. Clinically the child has 
remained quite Well, and her mental and physical develop- 
ment has been forward rather than average. Her mother 
said that she spoke her first word at the age of 7 months 
and began to walk at 11 months. Now at the age of 21/, 
years she is a healthy child, with no detectable abnormality 
of the nervous system. Her hearing and eyesight appear 
normal to clinical testing, and there is no ataxia. The 
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circumference of her head is 19!/, in. (average = 19 in.). 
Her mother considers that she is mentally more forward 
than was her elder sister at the same age. 


DISCUSSION 

Bact. fecalis-alkaligenes is a harmless saprophytic 
inhabitant of the gastro-intestinal tract, and only very 
rarely becomes pathogenic.. Bischoff et al. (1948) 
found only six previously~- published cases of meningitis 
due to this organism. They described two further cases, 
both fatal, in newborn babies. The results of treat- 
ment of four cases with streptomycin have been reported 
(National Research Council 1946), with one survival. 

The protracted high protein level and raised white- 
cell count of the c.s.F. in the present patient are presumed 
to be a direct toxic effect of the streptomycin. A 
relatively large dose of streptomycin for an infant of 
this size was injected daily for eight days into the cisternal 
space. It is interesting that the protein level rose 
suddenly from about 280 to 600 mg. per 100 ml. on 
the third day after streptomycin had been stopped. 
Cathie (1948) has demonstrated the effect on the cells 
and protein of the injection of streptomycin into a 
normal theca; his figures show an immediate cellular 
response but a delayed small rise in protein level. 
Ounsted (1949), describing the treatment of ten cases of 
Hemophilus influenze meningitis with streptomycin, 
reports that the c.s.F. in several cases remained mildly 
abnormal for ninety days after the institution of treat- 
ment. No such abnormality has been described after 
other forms of treatment, Examination of the records 
of twenty cases of acute meningitis due to various 
organisms successfully treated with intrathecal penicillin 
and/or oral sulphonamides at this hospital showed ‘no 
prolonged abnormality of the c.s.F. beyond six weeks. 

The clinical relapse which occurred on the seventh day 
of treatment is considered to be significant. There was 
a pronounced rise of intracranial pressure without any 
corresponding change in composition of the c.s.F. It 
is suggested that there was an increased secretion of 
c.8.F. due to irritation of the choroid plexuses by the 
streptomycin. 

Attention has already been drawn to clinical reactions 
following cisternal and intraventricular injection of 
streptomycin (Cathie 1948, Debré and Mozziconacci 
1949), A report on the treatment of tuberculous 
meningitis (Smith et al. 1948) describes an acute hydro- 
cephalic episode which arose during the course of strepto- 
mycin treatment in two cases, and another (Medical 
Research Council 1948) describes dramatic clinical 
improvement, with cessation of meningism, in two cases 
when streptomycin was stopped. Two of Ounsted’s (1949) 
patients with H. influenze meningitis were given intra- 
ventricular streptomycin because of spinal block. One, a 
baby aged 10 months, died from an acute hydrocephalic 
attack on the day following the first injection. The 
other, aged 9 months, was given intraventricular strepto- 
mycin for three days and then lumbar injection for 
twelve days. Four days after intrathecal streptomycin 
had been stopped the baby had an attack resembling a 
hydrocephalic attack. This was attributed to a probable 
intercurrent infection, but the c.s.F. remained sterile ; 
there was a slight rise in the protein level but none in 
that of the cells. 

It is suggested that streptomycin, when injected intra- 
cranially, can produce an increased outflow of C.s.F. 
sufficient to cause signs and symptoms of raised intra- 
cranial pressure, thereby disguising the clinical course 
of the disease and raising the hazard of overtreatment. 


SUMMARY 
A case is described of severe acute meningitis due to 
Bact. fecalis-alkaligenes, a very rare and fatal infection, 
in a baby aged 6 weeks. 
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intramuscular, because of spinal block. 


Recovery was rapid, but a mild abnormality of the 
C.8.F. in the form of raised protein level persisted for over 
twenty-three weeks. 


This is considered to be a direct toxic effect of strepto- 
mycin, but has been without any ill effects on the patient, 
as judged by clinical examination after an interval of 
nearly two and a half years. 


A possible effect of streptomycin in producing raised 
intracranial pressure is also discussed. 


I wish to thank Dr. Bernard Schlesinger, under whose care 
this patient was treated, for permission to publish, and 
Dr. I. A. B. Cathie for advice and for pathological reports. 
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GALL-BLADDER DISEASE IN CHILDHOOD 


RotanpD N. JONES 
M.A., M.Chir. Camb., F.R.C.S. 
CHIEF ASSISTANT, ESSEX COUNTY HOSPITAL, 
COLCHESTER 

DisEasE of the gall-bladder in children is not commonly 
recognised, for Kellogg (1923) could only collect 64 cases 
published in the last 200 years. These cases include 
cholecystitis alone, cholelithiasis alone, and, more often, 
the two in combination. Potter (1928) collected and 
summarised 226 cases, and Sobel (1938) increased the 
total to 317. The incidence is higher in males, and calculi 
have been found in an eight-month foetus. 

The first reported case was under the care of Joseph 
Gibson, a surgeon of Leith (Swing and Bullowa 1938). 

A boy, aged 12, fell sick with severe right-sided abdominal 
pain in October, 1721, and his condition deteriorated until 
death 18 months later. He had hectic fever and vomited 
frequently. After a few months the stools were white, and 
@ mass appeared in the right hypochondrium; emaciation 
was conspicuous. (idema and ascites appeared towards 
the end of the illness, and two days before death 12 Ib. of 
turbid greenish fluid was removed by paracentesis. 

Gibson was assisted in the necropsy by James Crawford, 
professor of medicine, and also of Hebrew, in the University 
of Edinburgh. The report says that “ the gall-bladder was 
extended to a most surprising Bulk, for it contained no less 
than two Scots Pints, or eight pounds of Bile.’”’ The wall was 
thickened, and the common duct was dilated and contained 
small spongy yellow stones. When the slightly enlarged liver 
was cut, “a great number of spherical Tubercles, about the 
Bigness of a common Bean appeared in its Substance ; some 
of the Gentlemen present were inclined to esteem them to be 
Glands; but how justly I am not to determine. It was 
observed that they had no vessels either entering in or growing 
out of them, and seemed only to be set loose in the Substance 
of the Liver.”’ These were undoubtedly multiple liver abscesses 
resulting from ascending cholangitis and stones in the common 
duct. 

Acute cholecystitis, uncomplicated by stone, is usually 
due to bacterial infections, such as typhoid, septicemia, 
and searlet fever. In children the migration of intestinal 
parasites, such as ascaris and protozoa, is not ordinarily 
accompanied by inflammation, though this is common in 
adults. On the other hand, acute suppuration of the 
bile-ducts and gall-bladder may be set up by round-worms 
entering the bile passages from the intestine. Disease 
of the gall-bladder is often confused with appendicitis, 
and often there is 5-10 years’ history of undiagnosed 
attacks of abdominal pain (Sobel 1938). Evarts Graham 
is of the opinion that many cases of cholecystitis 
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first sasiomiiind later | in life had their. origin in childhood, 
when they were regarded as catarrhal jaundice, gastro- 
enteritis, or indigestion. Cholecystitis may be associated 
with mild inflammation of the appendix, and it has been 
suggested that cholecystitis may be a metastatic com- 
plication of an acute or chronic appendicitis (Farr 1922, 
Snyder 1925). 

The primary complaint is abdominal pain, varying in 
intensity and usually in the right hypochondrium. Many 
workers emphasise the fact that the pain is in the region 
of the umbilicus and radiates to the right subcostal 
angle (Lowenburg and Mitchell 1938). Nausea and 
vomiting are common, with pyrexia and often jaundice. 
There is usually a moderate leucocytosis. In cases asso- 
ciated with mild changes in the appendix the pain is 
often localised in the right iliac fossa. 

The treatment seems to depend on whether exploration 
has been carried out for appendicitis. If disease of the 
gall-bladder has been diagnosed, penicillin and sul- 
phonamides should be used before having recourse to 
surgery (Nelson 1946). Surgical treatment consists in 
drainage or cholecystectomy. 


CASE-RECORD 


A female child, aged 3 years, was admitted with 48 hours’ 
history of abdominal pain. At the onset she appeared fretful 
and complained of pain in the lower abdomen on being lifted 
from her cot. She vomited twice during the first night, but 
next day she seemed better; however she was kept in bed. 
During the following night she became restless, cried, and 
again appeared to have pain in the lower abdomen, though 
she did not vomit again. Her bowels were regular, but on 
the day of admission her stools were said to have been rather 

ale. 

' On examination she was well nourished, with a flushed 
face and circumoral pallor. There was rigidity with tenderness 
over the whole abdomen, especially on the right side, and she 
appeared to be in much pain. Rectal examination revealed no 
abnormality, and no abnormal physical signs were found in 
the chest. Acute appendicitis was diagnosed and operation 
undertaken forthwith. 

Operation.—The appendix was approached through a 
muscle-splitting incision in the right iliac fossa, and, when the 
peritoneum was opened, a thin purulent fluid welled out of 
the abdominal cavity. The appendix was readily delivered 
and found to be normal; it was removed, but on exploration 
of the abdomen through this incision a very large tense gall- 
bladder was palpated which was dusky purple all over. It 
could not be emptied by light pressure, and the omentum was 
slightly adherent to it. The incision in the right iliac fossa 
was closed, and cholecystectomy was done through a right 
upper paramedian incision. No anatomical abnormality of 
the biliary system was found. The abdomen was closed, and 
the child returned to the ward. 

The gall-bladder was 3*/,-4 in. long, and its entire surface 
was purplish and covered with fibrin. It could not be emptied 
by pressure even after removal, and the obstruction proved 
to be due to an enlarged cystic gland. The mucosal surface 
was covered with hemorrhagic areas, and the wall appeared 
very thin in places. On being opened it was found to be filled 
with a greenish flocculent fluid, undoubtedly containing pus. 
Unfortunately no culture was made. The diagnosis of acute 
cholecystitis was confirmed microscopically. 

Progress.—The child passed a satisfactory night after 
operation but next day seemed to have profound toxemia, 
with cyanosis, rapid respirations, vomiting, and a rapid 
thready pulse. Continuous gastric suction was instituted, 
an intravenous glucose drip was started, and half a pint 
of blood was transfused. The child improved slowly for 48 
hours and from then onwards made an uninterrupted recovery. 
She was discharged from hospital 28 days after admission. 


COMMENTS 


This case has many points of interest, for it presented 
as an acute appendicitis, which was quite properly sub- 
mitted to operation, when a general acute peritonitis 
was discovered. The gall-bladder was distended and 


tense, seemed to be in danger of perforating, and, if left, 
might easily have done so. Even if the correct diagnosis 
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had been made in this case, it would have been dangerous 
to treat the condition without operation. With severe 
abdominal pain in childhood, when a confident diagnosis 
has not been made, it is wiser to ‘‘ look and see ’’ than to 
‘** wait and see.” 

Acute cholecystitis in children should be treated by 
cholecystectomy ; but, if the child appears too ill for 
that, cholecystotomy should be done, followed by 
cholecystectomy later. 

It is well to remember gall-bladder disease in the 
diagnosis of abdominal pain in children ; and, if laparo- 
tomy is done and a normal appendix and no obviously 
enlarged abdominal glands are found, the gall-bladder 
should be examined. 
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TREATMENT OF ACUTE LEUKAMIA WITH 
AMINOPTERIN 


JoHN F. WILKINSON 
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PHYSICIAN AND DIRECTOR, DEPARTMENT OF HAMATOLOGY 


C. GARDIKAS 
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In 1948 Farber et al. noted the beneficial effects of 
folic-acid antagonists on acute leukemia in 50% of a 
group of children ; various degrees of temporary improve- 
ment were noted during therapy with aminopterin or 
other folic-acid antagonists, such as amethopterin, 
‘ Amino-an-fol,’ 4-amino-N!°-methy]l pteroylglutamie acid 
or 4-amino-pteroylaspartic acid. Later Farber (1949) 
reported that in 2 patients clinical and hematological 
remissions were sustained for sixteen and twenty-three 
months, both patients being alive at the time he wrote. 

Several other workers have also observed the effects 
of folic-acid antagonists in the treatment of acute 
leukemia: thus Dacie et al. (1950) obtained various 
temporary remissions in 9 out of 13 patients with acute 
leukemia ; Dameshek (1949) in 9 out of 35; Jacobson 
et al. (1948) in 2 out of 10; Jimenez de Asua (1949) 
in 3 out of 8; Meyer et al. (1949) in 2 out of 37; and 
Pierce and Alt (1948) in 5 out of 9 cases. Sacks et al. 
(1950) observed a considerable improvement in 2 of 
14 children, and Stickney et al. (1948, 1949) in 54 cases 
of acute leukemia treated with folic-acid antagonists 
reported 8 cases of complete remission; the word 
‘complete ’? is used in the sense that both clinical and 
hematological (blood and/or marrow) pictures improved. 
A complete remission was also observed by Hart (1949) 
in 1 case of monocytic leukemia. Another 58 cases, with 
remission in 19, are mentioned in an extensive review 
on the subject by Thiersch and Philips (1949), according 
to whom about 250 cases of acute leukzemia in man have 
so far been treated with ‘folic-acid antagonists with 
temporary remissions in about 30%. This percentage 
is much above the spontaneous remission-rate reported 
by Diamond and cited by Farber (1949) as approximating 
to 10%. 

Between December, 1948, and August, 1950, we treated 
27 patients with acute leukemia with the folic-acid 
antagonist aminopterin, and we summarise our results 
here. 


ACUTE LEUKAMIA AND AMINOPTERIN 


[reB. 10, 1951 325 


MATERIAL AND TECHNIQUE 


There were 14 adults and 13 children—20 males and 
7 females. In all cases the diagnosis of acute leukemia 
was established by marrow biopsy, although the type of 
the dominant cell could not always be determined with 
certainty. However, on the basis of the cytologic 
appearances they were classified as 19 cases of acute 
myeloid leukemia, 5 of acute lymphatic leukemia, and 
3 of acute monocytic leukzmia. 

Aminopterin only was given to all the patients in this 
group except one who had previously: received ‘ Met- 
Fol. B,’ but this was superseded later by aminopterin. 
The usual plan of treatment has been to give intra- 
muscular aminopterin 1 mg. daily or on alternate days, 
but this was always discontinued or given at less frequent 
intervals if any toxic manifestations or severe leucopenia 
developed. Blood-transfusions and antibiotics were 
given if the patient’s condition required them ; otherwise 
no other treatment was given. 


RESULTS 


For the purpose of tabulation we have used criteria 
similar to those of other investigators. Thus, partial 
remission is used to imply that the clinical condition 
showed subjective improvement with return to normal 
temperature and decrease in size of lymph-nodes and 
spleen, but the hematological picture either remained 
unchanged or the white-cell count fell to normal limits 
although the numbers of immature cells might remain 
unmodified. Complete remission implies both clinical 
improvement and remission of the hematological 
condition. 

In 6 -cases the patient received less than 3 mg. ‘of 
aminopterin because the treatment was instituted at 
very advanced terminal stages of the disease, the patients 
dying before larger doses of aminopterin could be given, 
or because it was necessary to discontinue this treatment 
owing to the onset of agevere leucopenia or other severe 
toxic manifestation that might have been due to the 
aminopterin. 

Tables 1 and 11 give the results of the treatment in 
the other 21 cases. No remission was maintained for 
long, since the marrows of all patients now alive are 
leukemic. 

As table 11 shows, there were only 2 patients in whom 
a complete remission was brought about; one of them 
is given in detail since it presented interesting features. 


CASE 12 


A girl, aged 21/, years, entered the hospital on June 15, 
1949, almost moribund. She had been well until two months 


TABLE I—PATIENTS WHO SHOWED NO RESPONSE TO 
AMINOPTERIN 








| | | Duration of 


Gane Length of Total | leukemia 
no Sex Age (yr.)| treatment dose | since treat- 
‘ (days) (mg.) |} ment began 
| (days) 
Acute myeloblastic leukemia 
1 Take geen cary y 7 11 
2 M | 17 | 7 | 7 
3 \: a 66 | 15 10 21 
4 M | 33 25 23 98 
5 ¥ | 47 12 7 42 
6 TG ee ae 9 4 9 
aS ihe. ep Se 0a eae 10 62 
8 M 45 | 11 4 13 
9 M | 37 | 16 11 23 
10 F 24 9 5 | 35 
11 M | 24 | 6 } 6 | 64 
° ! 
Acute lymphatic leukemia 
12 | M 2 l 9 10 
13 | M 12 10 | 10 | 10 
| 
Acute monocytic leukemia 
14 { M | 72 | 79 | 25 | 80 
16 | M 45 | 36 20 | 54 
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TABLE II—PATIENTS WHO SHOWED PARTIAL OR COMPLETE REMISSION FOLLOWING AMINOPTERIN TREATMENT 





| 
| 
| 
| 





Duration 


ae me : . a | $ en of leukemia 
— | Sex iar i niet Total dose (mg. Length of remission | ince treat- Type of leukeemia 
a yr. ys) | (days) | ment began " 
(days) | 
: Partial remission 
16 | M | 6 | 25 | 17 20 | 75 | Myeloblastic 
17 | M 13°/4 25 Met-Fol. B 100 mg. + | 60 ; 120 ' Myelobiastic 
aminopterin 6 mg. | | 
18 Mo) 4 | 10 3 20 60 | Myeloblastic 
19 M 51/5 28 14 60 264 | Monocytic 
' 
Z ge) ae i Complete remission 
~* man Po Oe tee . | te | 63 Myeloblastic 
ee 2). | 2 courses {i 2 courses {3 | 2 remissions 4 ¢ 187 Lymphatic 


before admission, when she developed a swelling of the neck. 
The swelling subsided within a week, and the patient was 
moderately well until five weeks before admission. Since then 
she had been weak and pale, and because these symptoms 
became progressively worse she was admitted on May 15, 
1949, to another hospital. A blood-count and sternal puncture 
were done and acute leukemia was diagnosed. She was 
discharged from the other hospital thirteen days before the 
present admission under our care. 

On admission she was very ill, lethargic, pale, and dyspneic. 
The cervical, axillary, and inguinal lymph-nodes were slightly 
enlarged. The spleen was just palpable. The remainder 
of the examination was essentially negative. A blood-count 
showed red cells 1,750,000 per c.mm., platelets 28,000 per 
c.mm., Hb 30%, white cells 377,000 per c.mm. (polymorphs 
2-0%, lymphocytes 6-5%, monocytes 1-0%, “ blasts” 90-5%). 
The bone-marrow was packed with blasts (99%). 

Course.—On the same day aminopterin treatment was 
started. By the fourth injection the patient’s condition 
showed a remarkable improvement, and five more injections, 
each of 1 mg. of aminopterin, were given. Four weeks after 
the institution of the treatment the improvement was most 
striking, and from that time (July 20) until the beginning 
of September, 1949, the child appeared well. Her appetite 
had improved, weight increased,“and peripheral blood so 
improved that the red cells numbered 3,500,000-3,800,000 
per c.mm., Hb was 65-85%, and white cells numbered 5000— 
7000 per c.mm., with a completely normal differential count. 
The blood picture on Aug. 24, 1949, showed red cells 3,890,000 
per c.mm., Hb 86%, and white cells 8000 per c.mm. (poly- 
morphs 54:0%, lymphocytes 45:0%, blasts 1:0%). A sternal 
marrow biopsy showed that the bone-marrow picture also 
was completely normal. 

On Sept. 10, 1949, the child started to relapse. A blood- 
count on Sept. 14 showed red cells 4,050,000 per c.mm., 
Hb 50% and white cells 389,000 per c.mm. 


died on Jan. 17, 1950, without any further remission. The 
accompanying figure shows the course of the disease. 

Necropsy showed gross hemorrhage into the right internal 
capsule and had ruptured into the ventricular system: thére 
was considerable subtentorial clot around the pons and 
medulla. ‘ 


The interest of this case lies in the fact that aminopterin 
induced two dramatic complete, although temporary, 
remissions from both the clinical and the hematological 
aspects. All bone-marrow and peripheral blood films 
were practically normal during the short, remissions, 
and the child appeared entirely normal clinically. 


TOXIC SYMPTOMS 


The toxic symptoms produced by aminopterin have 
been similar to those reported by others, and in 13 of our 
patients were as follows : 


Stomatitis .. re 3 Other types of rash .. 1 
Diarrhea .. Pia: Epistaxis oe °° 2 
Heemorrhagic rash . . 3 Alopecia cs oe 2 


In many instances it has been difficult to assess whether 
aminopterin and not the leukemic process should be held 
responsible for certain of these manifestations. Wide 
fluctuations in the number of leucocytes are often seen 
in acute leukemia; it is often impossible to be certain 
whether, for instance, severe leucopenia or thrombo- 
cytopenia are toxic symptoms due to the aminopterin 
or merely features known to occur in the terminal phase 
of acute leukemia. Discontinuance of treatment 
may often be followed by remission of the toxic 
symptoms. 














(polymorphs 1:5%, lymphocytes 885%, 
blasts 10:0%, platelets 12,000). Sternal AMINOPTERIN 
puncture showed a bone-marrow again Total Sig. Total Sing. 
packed with blasts. The child was readmitted 
to hospital and had a second course of w  490000+ 4 
aminopterin, consisting of five daily injections ay : 
of 1 mg. each. The response to this second a § 300000; 4 
course was again remarkable, and the child wy 8 
remained well for two months. During the Kx 200,000r 7 
second remission the red cells numbered 3 & 100000+ 
3,500,000-4,500,000 per c.mm., Hb was =~ 
70-90%, and white cells 4000-7200 per c.mm., 0 : bis 
the differential count being essentially nor- = & 
mal. On Oct. 31, 1949, a blood-count showed Q 80- 4% § 
red cells 3,620,000 per c.mm., Hb 70%, white ~~ ! ee 
cells 7200 per c.mm. (polymorphs 66-5%, Sx 60- 388 
lymphocytes 22-5%, monocytes 10-0%, blasts Le 40+ 298 
1-0%), and platelets 300,000 per c.mm. On Y ws 
Oct. 21, 1949, sternal puncture showed that = 20 vail 4 1 n 1 . 4 1 aS 
the bone-marrow was normal ; both myeloid moans - 
and erythroid series appeared active. ee R 300000} 4 

The patient was discharged on Nov. 18, | § 
1949, but readmitted on Dec. 20, 1949, WS 200000r . 
because she was not at all well. She was 3 4 
very pale, had nodules in the scalp and a xs 100,000 
few small lymph-nodes in the cervical region, \ 1 1 1 . 














and her spleen was palpable 6 cm. below the 
costal margin. From that time onwards the 
course was progressively downhill, and she 
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DISCUSSION 

The ultimate results obtained by the use of the folic- 
acid antagonists in the treatment of acute leukemia 
have so far been unsatisfactory. In most patients these 
substances have not affected the leukemic process 
to any extent, the course of the disease progressing 
steadily. Experience has shown that the use and control 
of the effects of these substances is not easy, for their 
effects in any given case are unpredictable. Toxic 
manifestations may be numerous, and often come on 
with dramatic suddenness, for the margin between 
the therapeutic and the toxic dosages is extremely 
small. Consequently, the use of these substances in 
the treatment of acute leukemia must be restricted ; 
they should only be used by those fully familiar with 
their effects and having full hematological facilities 
for the daily control that is necessary in the beginning. 
Nevertheless, the frequent observations that some 
patients show complete or almost complete, although 
temporary, clinical and hematological remissions have 
renewed hope for future treatment of the hitherto 
invariably fatal acute leukemias. It is of the greatest 
importance that even in a proportion (greater than the 
spontaneous occurrences) of acute leukemias, many of 
which are certainly of different etiology, remissions 
can be produced for a time by known chemical agents. 
Quite clearly much further work is required to separate 
the group, or groups, of acute leukemias that may be 
sensitive to this form of therapy, and to follow up the 
clues already appearing so as to develop more suitable 
and less toxic chemical substances. A greater proportion 
of acute leukemias do not show any beneficial response 
to these agents, and probably fall into other groups of 
different ztiology, just as the chronic leuksmias do. 
For them other types of chemical agents are required. 


SUMMARY 

27 patients with acute myeloid, lymphatic, or 
monocytic leukemia were treated with aminopterin. 

6 patients received less than 3 mg. of aminopterin 
because either the treatment had to be discontinued 
after development of severe leucopenia or had been 
instituted at a very advanced stage, the patient dying 
before further doses could be given. 

Of the remaining 21 patients, the treatment produced 
no response in 15, partial remissions in 4, and complete 
remissions in 2 for relatively short periods. 

One case is reported to demonstrate the ability of 
aminopterin to induce two dramatic complete remissions 
in which the clinical condition, the hematological 
picture, and the bone-marrow returned to normal. 

We wish to thank the Medical Research Council for a 
research grant; the Sybil Mary Pilkington Fund Trustees 
for a fellowship to one of us (C. G.); and Messrs. Lederle 
Laboratories Division, American Cyanamid Company, for 
supplying the aminopterin free, both directly and through 
the Medical Research Council. 
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IN GONORRHEA 
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PHYSICIAN I.C,. VENEREAL-DISEASE DEPARTMENTS, PRINCE OF 
WALES’S HOSPITAL, LONDON, ASHFORD HOSPITAL, MIDDLESEX, 
AND MILLER GENERAL HOSPITAL, GREENWICH 
THE treatment of gonorrhea with penicillin has 
increased the risk that concomitant syphilis may go 

unrecognised. 

The incubation period of syphilis (9-90 days, average 
3 weeks) being so much longer than that of gonorrhea 
(12 hours-21 days or more, average 2-5 days), in 
simultaneous infections the gonococecal urethritis is 
being treated while the patient is in the incubation 
period of syphilis. The small doses of penicillin which 
are so successful in curing acute gonorrheea may suppress 
or modify primary or early generalised symptoms and 
signs of concomitant syphilis without curing it (Shafer 
and Zakon 1944, Camzares 1944, Hailey 1944, Ricchiuti 
1944, Boyd et al. 1944, Walker and Barton 1945, Kemp 
and Shaw 1946, Leifer and Martin 1946, Suter 1947). 

The early treatment of syphilis decreases the oppor- 
tunity for dissemination of infection both in the individual 
and in the community and appreciably increases the 
probability of cure (Moore 1948). Double infection is 
not uncommon—males 1:4%, females 3% (Kemp and 
Shaw 1946)—and whenever it is suspected the gonor- 
rhea should be treated not with penicillin but with 
another drug, such as sulphonamide which will not 
prevent syphilis from declaring itself. . 

SIGNIFICANCE OF PYREXIA 

Ricchiuti (1944), Walker and Barton (1945), Fromer 
et al. (1946), and Leifer and Martin (1946) mention 
the development of chills, fever, and malaise, developing 
early in the course of penicillin therapy of gonorrhea, 
as a possible indication of dual infection. 

The treatment of early syphilis with penicillin is 
accompanied by a Herxheimer reaction in 50-90% 
of cases (Moore 1949, Leifer and Martin 1946, Fromer 
et al. 1946). The reaction is attributed to the liberation 
of toxins from the spirochetes either dead or in course 
of destruction by penicillin. It is in fact therapeutic 
shock, and it may be systemic and/or focal. It occurs 
with a penicillin dosage of 10 units per kg. of body-weight, 
or more; it usually appears from three to nine hours 
after the initial dose of penicillin; and its incidence 
and severity are not related to dosage (above 10 wu per 
kg. of body-weight), or stagé or duration of infection 
(Moore 1949). In early syphilis fever is almost an 
essential part of the reaction. 

Penicillin treatment of uncomplicated gonorrhea, 
on the other hand, is very rarely accompanied by fever. 
Leifer and Martin (1946) state that they have not 
observed fever ‘“‘ among hundreds of cases.’? Buchholtz 
(1946) says that, in the penicillin treatment of over 
2000 patients with simple acute or chronic gonococcal 
urethritis unaccompanied by clinical evidence of syphilis, 
only 2 or 3 patients were observed to have a febrile 
reaction which could not be explained either by a toxic 
reaction to penicillin or by the coexistence of syphilis. 

Therefore unexplained fever and malaise during the 
early stage of penicillin therapy in acute gonorrhea 
strongly suggest concomitant syphilis. 


ILLUSTRATIVE CASE-RECORDS 


Case 1.—A lorry-driver, aged 26, reported in February, 
1948, with 4 days’ history of urethral discharge. 
had gonorrhea 9 months previously, treated in 
Recent exposures had been 1, 
with different consorts ; 
two. The 


He had 
London, 
4, and 8 weeks previously 
no precautions had been taken 


at the last urethral discharge was diagnosed 
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as gonococcal by smear and culture. There was no clinical 
evidence of coexisting syphilis; blood Wassermann reaction 
and Kahn test were negative. The patient was given one 
injection of procaine penicillin 150,000 units. 

At his next attendance, 2 days later, after inquiry, he said 
that about 4 hours after the injection he had felt cold and 
shivery and had a headache and some backache. These 
symptoms had passed off by the next day. He did not 
volunteer this information, because he thought that the 
symptoms ‘“‘ were due to the injection, and so he didn’t 
take much notice of them.” Clinical examination revealed 
no abnormality, and the urethritis was resolving satisfactorily. 
Temperature and pulse were normal. 

Throughout the course of the surveillance period no further 
malaise occurred, and surveillance for gonorrhoea was com- 
pleted in the 8th week. Blood tests were negative, and there 
was no clinical evidence of syphilis. He was instructed to 
continue reporting weekly, and did so. In the 10th week a 
tiny indurated painless non-tender papule was present on 
the dorsal aspect of the glans penis. The patient was unaware 
of its existence. The left inguinal glands were very slightly, 
almost insignificantly, enlarged. There were no other signs 
suggesting syphilis. Dark-ground examination of serum from 
the papule showed Treponema pallidum. Blood tests were 
still negative. He denied further risks of infection since his 
first attendance. 


Case 2.—A mechanic, aged 27, reported in April, 1949, 
with 5 days’ history of urethral discharge. He had had 
gonorrhea 12 months previously and been treated in London. 
Recent exposures had been 1, 4, and 9 weeks previously with 
different consorts : soap and water had been used prophylacti- 
cally after each exposure. The urethral discharge was diagnosed 
as gonococcal by smear and culture. There was no clinical 
evidence of coexisting syphilis; blood Wassermann reaction 
and Kahn test were negative. The patient was given one 
injection of procaine penicillin 150,000 units. 

At his next attendance 3 days later, he said that about 
six hours after the injection he had a bad attack of shivering 
and some frontal headache, lasting until the next afternoon. 
Clinical examination showed no abnormality, the urethritis 
was resolving rapidly, and temperature and pulse were normal. 

Surveillance for gonorrhea continued uneventfully, and 
was completed in the 8th week. No further malaise had 
occurred during this period. There was no clinical evidence 
of syphilis and blood tests were negative. The patient 
continued to attend weekly, and in the 11th week he said he 
had had a slight watery urethral discharge for 3 days, with 
smarting and tingling in the urethra localised to an area 
about | in. from the meatus. Palpation of this area revealed 
a small slightly tender induration. A scanty serous discharge 
was present at the meatal orifice. The right inguinal glands 
were very slightly enlarged and painless. There were no 
other signs suggesting syphilis. Dark-ground examination 
of the urethral discharge showed a few specimens of T'rep. 
pallidum. Urethroscopy showed a localised elevated erosion 
on the roof, 1'/, in. from the meatal orifice, dusky red, 
and exuding serum. Serum obtained directly from the 
lesion by loop via the urethroscope showed Trep. pallidum. 
Blood tests were negative. He denied further risks of 
infection since his first attendance. 


Case 3.—A man, aged 28, who had recently been a 
merchant seaman but was now working on shore, reported 
in August, 1949, with 3 days’ history of urethral discharge. 
He had had gonorrhea 8 months previously (treated in New 
York) and 18 months previously (treated in Southampton) ; 
also, 12 months previously, he had had malaria, treated in 
Bombay. Recent exposures had been 8 days (London), 5 weeks 
(New York), and 9 weeks (Hamburg) previously. Soap and 
water had been used prophylactically after each exposure. 
Homosexual exposure was denied. The urethral discharge 
was diagnosed as gonococcal by smear and culture. There 
was no clinical evidence of syphilis; blood Wassermann 
reaction and Kahn test were negative. The patient was 
given one injection of procaine penicillin 150,000 units. 

At his next attendance, 2 days later, he said that 4 or 5 
hours after the injection he had felt very cold and shivery, 
had a headache, and thought that his malaria had returned. 
He took his temperature and found it to be 101°F. He said 
that next day he felt much better and his temperature was 
normal. On examination, the urethritis was subsiding 
satisfactorily, temperature and pulse were normal, there 
was no clinical abnormality, and no explanation could be 
given for the febrile reaction. 
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In the 8th week surveillance for gonorrhcea was completed, 
there was no evidence of syphilis, the blood serology was 
negative, and no further malaise had occurred. Surveillance 
was continued weekly, and in the 10th week clinical signs and 
blood tests were still negative. Then he defaulted, to return 
in the 19th week with hoarseness of voice, sore throat, perineal 
itching and irritation, all of about 10 days’ duration. On 
examination he showed neither penile lesions nor scars nor 
rash, but had a very definite generalised adenitis. His 
soft palate was deeply injected, and both tonsils were much 
enlarged but not ulcerated. On his perineum a small cluster 
of flat moist indurated papules was seen at the anal muco- 
cutaneous junction. Dark-ground examination of serum 
from a papule showed T'rep. pallidum. Blood tests were 
strongly positive. He denied further exposures since his 


first attendance. , 
DISCUSSION 


These cases show once more that the manifestations 
of syphilis can be appreciably masked by penicillin 
therapy for gonorrhea. This fact is common knowledge 
today, and in venereology due allowance is made for it. 
Leifer and Martin (1946) found in their series that, 
although subcurative doses of penicillin prolonged the 
incubation period of syphilis, syphilis was definitely 
diagnosed less than 90 days after the use of penicillin. 
In the present three cases it is impossible to pinpoint 
the sources of infection, but the onset of clinical signs 
of syphilis may well have been retarded towards the 
limit of the usually accepted incubation period. 

All three patients had a febrile reaction shortly after 
receiving penicillin. Hence I would suggest that all 
patients undergoing treatment for gonococcal urethritis 
not only should be informed that there is a risk of 
concomitant syphilis being delayed in its appearance 
because of treatment, but also should be asked specifically 
whether any untoward reaction occurred shortly after 
receiving penicillin. As in case 1, they may omit to 
mention this information. Systemic sensitivity reactions 
occasionally follow injection of penicillin, but in almost 
all such cases there is urticaria. Except for those who 
later proved to have syphilis I have never seen a penicillin- 
treated patient develop fever without other signs. 

All patients who have had penicillin treatment for 
gonorrhea should be advised to report at once the 
presence of any lesion, no matter how seemingly trivial, 
during the period of surveillance, and they should be 
warned against sexual intercourse throughout that 
period. They should be examined very carefully 
at every attendance, because very early lesions may be 
asymptomatic (case 1). 

An unexplained febrile or other reaction a few hours 
after penicillin therapy should forewarn the clinician 
of the possibility of coexisting syphilis; and, although 
repeated clinical examinations may elicit no evidence 
blood tests in such cases should be made at least once 
weekly for six months after the start of treatment. 


SUMMARY 

Unexplained fever and malaise occurring shortly after 
penicillin therapy for gonococcal urethritis strongly 
suggest coexisting syphilis, and the symptoms and signs 
of the oncoming syphilis may be suppressed, masked, or 
delayed. Patients displaying such reactions should 
be subject to very close scrutiny, both clinical and 
serological, for six months from the start of treatment. 
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HAMOPOIETIC EFFECT OF THYMIDINE IN 
PERNICIOUS ANAMIA 


K. HausMANN 
M.D. Hamberg 


I medizinische Abteilung, Allgemeines Krankenhaus St. Georg, 
Hamburg 


ACCORDING to Shive et al. (1948), Snell et al. (1948), 
and Wright et al. (1948) thymidine (desoxyribose 
thymine) may take the place of vitamin B,, as a growth- 
promoting factor for Lactobacillus lactis Dorner and 
L. leichmannii 313. Acting on these observations 
Ungley (1949) administered to a patient with pernicious 
anemia 48 mg. of thymidine, but it had no effect on 
blood regeneration. Reisner (1949) also reported the 
ineffectiveness of thymidine therapy in doses varying 
from 5 to 150 mg. 

In two cases of addisonian pernicious anemia I 
have administered a concentrate containing 85-90%, of 
thymidine, prepared by K. Mulli from the purified liver 
extract ‘ Pernical forte.’ The results, already briefly 
reported (Hausmann 1949), are here described more 
fully. The concentrate used, according to chemical 
analysis, contained neither vitamin B,, (10 g. failed to 
give a positive reaction with the cobalt reagent «-nitroso- 
$-naphthol) nor folic acid and thymine. The small 
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Fig. |—Quantitative changes in peripheral blood during thymidine 
therapy in cases | and 2. At the point indicated by the first arrow 
in each case the sternal marrow was megaloblastic; at the point 
indicated by the second arrow it was normobliastic. 


amounts of impurities present consisted of substances 
which in former trials had proved ineffective. In 
quantities of 10-20 mg. the thymidine concentrate 
exerted a growth-promoting action on L. leichmannii 
313, similar to that of 1 ug. of crystalline vitamin B,, 
(‘ Cobione,’ Merck). 

In differentiating the material obtained by sternal 
puncture 500 cells were counted and the count of erythro- 
blasts, including megaloblasts, was calculated per 
hundred leucocytes. ' 

CASE-RECORDS 

Case 1.—A woman, aged 54, 
for pernicious anzmia since 1936. 
liver extract had been given six months previously. She 
was admitted to hospital because of coronary insufficiency. 

Examination of the blood revealed macrocytosis, aniso- 
cytosis, poikilocytosis, and hyperchromasia of erythrocytes, 
and 3200 white cells per c.mm., with highly segmented 


had had liver therapy 


The last injection of 


DR. HAUSMANN: H4SMOPOIETIC EFFECT OF THYMIDINE IN PERNICIOUS ANAZIMIA [FEB. 10,1951 329 


neutrophils. Sternal puncture showed the typical bone- 
marrow picture, with megaloblasts of all stages, giant meta- 
myelocytes, and a diminished count of highly segmented 
megakaryocytes. No free hydrochloric acid was found in the 
gastric juice after histamine stimulation. Anorexia, pares- 
thesia of the hands and feet, and general weakness were 
present. There were no signs of glossitis or of subacute 
combined degeneration of the spinal cord. 
Treatment.—Thymidine was given in an average daily 
dose of 200 mg. (100-250 mg: a day). The first injection of 


200 mg. was tolerated without pain but caused a slight 





Fig. 2— Qualitative changes in red and white cells in case |: (a), blood 
film before treatment ; _(b), after treatment with thymidine. 


collapse shortly after the injection. The following injections 
had no untoward effects. 

Results.—From the fourth day of thymidine therapy her 
appetite increased and weakness and paresthesia became 
less. On the sixteenth day there were no symptoms except 
angina pectoris. The changes in the peripheral blood are 
shown in figs. 1 and 2, and the bone-marrow changes in the 
table. The leucocytes reached a level of 5200 per c.mm. 

Since no thymidine was available for further treatment, 
25 ug. of vitamin B,, (‘ Pernipur’) was administered. There 
was no second reticulocytosis. 


Case 2.—A woman, aged 81, was admitted with untreated 
pernicious anemia. Examination of her blood revealed 
macrocytosis, anisocytosis, poikilocytosis, and hyperchro- 
masia of erythrocytes, with leucocytes 2300 per c.mm.; and 
highly segmented neutrophils. Her sternal marrow had 
the characteristic features of pernicious anemia, with abundant 
megaloblasts at all stages, giant metamyelocytes, and highly 
segmented megakaryocytes. There was no free hydro- 
chloric acid in the gastric secretion after the administration 
of histamine. The patient had pronounced weakness, with 


STERNAL MARROW COUNTS IN CASES 1 AND 2, I WAS BEFORE 
TREATMENT AND Il DURING TREATMENT (SEE FIG. 1) 





Case 1 Case 2 
Marrow cells — 
I I] 
Erythroid-myeloid ratio. . -- {1°02:1)0°44:1 
Megaloblasts per 100 white cells 78-0 0 
Basophilic megaloblasts - 29-0 0 
Polychromatic megaloblasts . . 16-0 0 
Orthochromatic megaloblasts 13-0 0 
Erythroblasts per 100 white cells 13-5 44-0 
Basophilic erythroblasts se 1-0 1-0 
Polychromatic erythroblasts. . 1-5 6-0 
Orthochromatic erythroblasts 11-0 37-0 
Giant forms per 100 white cells 20-0 4-5 
Myeloblasts ee a oe 0-5 0-5 
Promyelocytes .. i ee 2-0 2-0 
(Giant forms) .. es a 0 0 
Myelocytes x6 4s am 37-0 27-0 
(Giant forms) .. aa 0 0 
Metamyelocytes .. ane is 22:5 10-5 
(Giant forms) .. my? as 17-0 2-0 
Rod forms va = re 20-0 29-5 
(Giant forms) .. “ 3 2-5 2-0 
Polymorphonuclear neutrophils 11-5 28-0 
(Giant forms) at ne 0-5 0-5 
Lymphocytes ow — én 6-5 2-5 
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paresthesia and anorexia but no signs of glossitis or sub- 
acute combined degeneration of the spinal cord. Some 
myocardial weakness, 

Treatment with thymidine consisted in daily injections 
of 280 mg. each to a total dosage of 28 g. The intramuscular 
injections were tolerated without any untoward side-reactions. 

Results.—Subjectively, there was a striking improvement 
on the sixth day of therapy, the patient feeling much better, 
with increased appetite and diminished paresthesia. The 
rise of erythrocytes and hemoglobin in the peripheral blood 
is indicated in fig. 1 and the quantitative bone-marrow 
changes are shown in the table. The white cells reached a 
level of 6800 per c.mm,. After the sixteenth day of treatment 
the patient received 50 ug. of vitamin B,, (pernipur), no 
more thymidine being available. There no second 
reticulocytosis. 


was 


RESULTS AND CONCLUSIONS 


The foregoing studies indicate that intramuscular 
thymidine 200-280 mg. (total dosage 2-2-8 g.) changed 
the megaloblastic marrow to normoblastic and led to a 
decrease of giant metamyelocytes, and in the peripheral 
blood produced a reticulocytosis and a subsequent increase 
in the red-cell and hemoglobin count. The doses 
administered, however, were too small to produce a 
complete remission of the blood picture. No more 
thymidine being obtainable we could not ascertain 
whether thymidine provoked nervous disturbances. 

The blood-forming action of thymidine in pernicious 
aneinia is similar to that of corresponding doses of the 
various hemopoietic active forms of vitamin B,,. as 
well as folic acid and thymine. The negative results 
reported by Ungley (1949) and by Reisner (1949) were 
probably due to insufficient dosage. 

In practice, the effect of thymidine in pernicious anemia 
will probably be unimportant, because such large amounts 
of thymidine are required for blood regeneration that 
a depot-therapy, such as is possible with vitamin B,, 
and highly purified concentrates of that substance, will 
be impracticable. 

The value of liver extracts in pernicious anzemia 
cannot be ascribed to their content of thymidine, because 
even refined liver extracts such as pernical forte, which 
produce their best effects in doses of 120 mg. of solid 
matter, do not contain more than about 1% of thymidine. 

The extreme nuclear alterations of bone-marrow cells 
in pernicious anemia in relapse suggest the existence of 
far-reaching metabolic disturbances. As a _ growth- 
promoting factor for I. casei (Stokes 1944) and in the 
treatment of macrocytic anemia (Spies et al. 1946) 
large doses of thymine, a factor in the formation of 
thymonucleinic acid, can be substituted for folic acid. 
This has led td the assumption that folic acid may 
function as an enzyme of nuclear metabolism. Since 
in tests with L. lactis Dorner and LD. leichmannii 313 
large thymidine can be substituted for 
vitamin B,,, it may be assumed that vitamin B,, also 
exerts an enzyme influence on nuclear metabolism. 
The hemopoietic effect of thymidine in pernicious 
anemia supports this assumption. 


doses of 


SUMMARY 


In two cases of pernicious anemia a total dosage of 
2 and 2-8 g. of thymidine exerted a blood-forming action 
comparable to that of corresponding doses of vitamin 


B,., folie acid, or thymine. 
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ROYAL SOCIETY OF MEDICINE 
Cyclical Vomiting 


THE section of pediatrics of the Royal Society of 
Medicine met on Jan. 26, under the chairmanship of 
Dr. K. H. TALLERMAN, president of the section, to discuss 
Cyclical Vomiting and Allied Periodic Disorders of 
Childhood. 

Dr. ©. K. J. HAMILTON said that cyclical vomiting 
was first described by Gee under the name “ fitful” or 
‘* recurrent ’’ vomiting. Attacks started at the age of 
3 years or less, and they usually ceased spontaneously 
around the age of 12. The patient was likely to be thin 
and nervous ; often he was an only child, and commonly 
there was a family history of similar attacks, of travel- 
sickness, or of migraine. Attacks might be precipitated 
by shock, strain, excitement, infection, or dietary 
indiscretion; and a prodromal period of listlessness 
could often be recognised. After the first vomit, which 
might contain food taken many hours before, nothing 
taken by mouth could be retained, and the vomit 
consisted of gastric juice containing mucus, bile, and 
possibly blood. Associated symptoms were nausea, 
abdominal pain, headache, and giddiness; some of 
these manifestations might be more conspicuous than 
the vomiting, and occasionally there were convulsions. 
The patient might be pale and febrile and either drowsy 
or restless. The blood-pressure was sometimes raised, 
and the urine contained acetone. A severe attack might 
end fatally, but usually recovery took place quite suddenly 
after two or three days. 

The abdomen was lax and easy to palpate, so confusion 
with acute inflammatory abdominal diseases did not 
usually arise; but the condition was often difficult to 
diagnose from recurrent intestinal obstruction, intra- 
cranial tumour, and diabetic coma (glycosuria often 
being present). The first attack was, of course, always 
difficult to diagnose. Recurrent vomiting was closely 
connected with recurrent pyrexia without obvious 
cause, attacks of which might alternate with vomiting, 
and also with recurrent headache ; but no relation with 
epilepsy or with allergy had been demonstrated. 

Prof. STANLEY GRAHAM said that the condition could 
be defined as ‘‘ periodic attacks of vomiting associated 
with marked ketosis.” The attacks were sometimes 
called ‘ acidosis,’ but this was a bad term because 
acidosis did not necessarily accompany the ketosis ; and 
indeed there might be an alkalosis.. In hospital attacks 
did not occur spontaneously, and could not be induced 
by giving a ketogenic diet or ammonium chloride. 
Professor Graham disliked the term ‘ cyclical,’’ because 
the attacks do not have any definite rhythm. 

The basis of the condition seemed to be an abnormal 
production of ketone bodies; and possibly this repre- 
sented an abnormal response by the liver to some form 
of stress, rather than a disease entity. Turning to treat- 
ment, Professor Graham emphasised the importance of 
treating the child as a whole; administration of extra 
carbohydrate between attacks was probably beneficial, 
but the value of fat reduction was doubtful. There 
was no theoretical basis for the regular administration 
of alkalis. 

Dr. DESMOND O’ NEILL spoke on the psychiatric aspect 
of abdominal pain. He described a study made at 
Guy’s Hospital by Dr. R. C. Mac Keith and himself on 
a consecutive series of children attending the outpatient 
pediatric clinic with recurrent abdominal pain as a 
presenting symptom, for which no physical cause could 
be found. In several of these children vomiting occurred 
in some of the attacks. The purpose of this study was 
to determine whether the abdominal pain could be 
regarded as an adaptive’ disorder—that is, whether it 
was related to emotional tension from maladaptation to 
stresses which the child had to meet. It was found that 
emotional tension was, in fact, the principal determinant 
of the pain in 15 out of 25 children, and that it was a 
contributory factor in another 6. Of this group of 21. 
17 had other tension signs. such as headache, 
sleep, tics, and behaviour disorders. In 14 there was a 


history of nervous disturbance or stress disorder in one 
or both parents. 
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Anxiety and fear were much the most common 
emotional states associated with pain; fear of the 
teacher at school or of being bullied was often found. 
Once the attacks had been set in motion in this way, 
a complaint of abdominal pain might be made in order, 
consciously or unconsciously, to escape from an unpleasant 
situation. The effect of simple psychotherapy, in which 
play therapy had an important part, was striking, 
reduction or disappearance of the pain being achieved 
in a high proportion of cases. In some children under 
treatment the pain was replaced by another symptom, 
such as screaming attacks; and this had in turn to be 
treated. 

Dr. R. E. SMITH, whose paper was read in his absence 
by Dr. D. V. Hubble, dealt with the prognosis and 
sequelze of recurrent vomiting, basing his conclusions 
on a study of 700 boys between the ages of 13 and 18 
at Rugby School. Of those who had had attacks in 
childhood nearly a quarter continued to do so in adoles- 
cence, but there was a well-marked decline around 15-16 
years of age. Acute appendicitis might be overlooked 
in a boy subject to these attacks, but otherwise they 
were not serious. 

Dr. HUBBLE also described the findings in a fatal 
case of his own, in which there was hypertrophy of the 
pylorus. He suggested that during life there might have 
been pylorospasm and reversed peristalsis, and he 
thought that a similar mechanism might account for 
the vomiting of migraine. He had found ergotomine 
tartrate of value in recurrent vomiting as well as in 
migraine. 

Dr. R. C. Mac KEITH remarked on the interval of up 
to 48 hours that. often elapsed between the exciting cause 
and the onset of the attack. 

Dr. J. P. M. Tizarp referred to some organic causes 
of recurrent vomiting, such as _ tonsillitis, pyelitis, 
cesophageal stenosis, and intestinal obstruction; and 
Dr. H. R. JoLLy mentioned lead poisoning. 

Dr. J. J. Kempton observed that the subjects of 
recurrent vomiting are often in a state of mild chronic 
ill health, correction of which suffices to bring about 
improvement. 

Prof. A. A. MONCRIEFF emphasised the importance of 
adequate rest for these children, and the value in many 
cases, of a regular sedative. The infections precipitating 
attacks might be very slight, and detectable only by 
careful examination. Professor Moncrieff also spoke of 
the need for a control series in evaluating the réle of 
emotional factors in causing symptoms. 

Dr. W. W. PAYNE said that in the subjects of recurrent 
vomiting the glucose tolerance was normal between 
attacks, but there was some delay in the storage of 
levulose. He had often found the blood-sugar raised 
at the beginning of attacks. He had noticed that in 
diabetic children hypoglycemia was often accompanied 
by abdominal pain, vomiting, and diarrhoea, which 
were presumably due to overaction of adrenaline. He 
wondered whether recurrent attacks of vomiting might 
be precipitated by a similar mechanism followed by 
exhaustion of the glycogen reserve of the liver and 
hypoglycemia and a further excessive adrenaline action. 
Dr. Payne therefore recommended repeated administra- 
tion of carbohydrate during the day, between attacks, 
and a sedative to reduce sympathetic overaction. 

Dr. G. M. KERR said that in practice the best descrip- 
tion to use was still ‘‘ bilious attacks’ ; he thought that 
these cases were as numerous as ever, but that fewer 
were being referred to hospital. The patient might be 
given a rectal sedative if nothing could be retained by 
nouth. 

The PRESIDENT pointed out that in organic abdominal 

disease the pain was likely to be more severe, and not 
so commonly associated with headache and pyrexia. He 
thought ‘“‘ abdominal migraine ”’ a good descriptive title 
for these attacks. 
Mr. J. T. Epwarps described “ acetonzemia ”’ in cows, 
and recurrent vomiting in puppies. Highly selected 
strains were most liable, and they were also unduly 
nervous and relatively infertile. Replying to the dis- 
russion, Professor GRAHAM said that he had found the 
jlood-sugar to be normal between attacks. He had 
hlso seen asthma arise as a sequel, and he believed this 
to be commoner than migraine. 





REVIEWS OF 


BOOKS [| FEB. 10, 1951 


Oo 
_— 


’ Reviews of ‘Books 


Peptic Ulcer 
A. C. Ivy, M.bD., vice-president of the University of 
Illinois; M. 1. GRossMAN, M.D., associate professor] of 
physiology, University of Illinois; W. H. 
M.D., research associate in physiology, 
South Carolina School of Medicine. 
Churchill. 1950. Pp. 1144. 96s. 


HERE is the accumulated experience of many physicians, 
surgeons, physiologists, and pathologists: indeed Dr. 
[vy and his collaborators seem to have gathered together 
almost all our current knowledge of peptic ulcer. In 
performing this monumental task, they have summarised 
clearly the great mass of often contradictory evidence, 
and present reasoned conclusions. The result is a valuable 
and important. book. Of the four major parts, that on 
pathogenesis is by far the largest. Diagnosis gets 
relatively scant attention—a bare 100 while 
treatment rightly has double as much. The section on 
pathogenesis covers modern work on experimental 
production of ulcer, constitutional and environmental 
factors, and the réle of the nervous system; and there 
is a good discussion on psychosomatic—or as the authors 
prefer to call them ‘‘ emotogenic ’’—causes. There are 
innumerable references, and many excellent illustrations 
and diagrams. 

This is the magnum opus of an outstanding gastro- 
enterologist. All interested in peptic ulcer will feel 
indebted to Dr. Ivy. 


BACHRACH, 
University of 
London: J. & A. 


pages 


Surgery of the Eye: Injuries 
ALSTON CALLAHAN, M.D., F.A.C.S., professor of ophthal- 
mology, Medical College of Alabama ; director, Thigpen- 
Cater ‘Eye Hospital, Birmingham, Alabama. 
field, fll.: Charles C. Thomas. Oxford: 
Scientific Publications. 1950. Pp. 217. 84s. 
THE experience which led Professor Callahan to 
write this book was gained when he was surgeon to an 
army ophthalmic centre, and afterwards to a civilian 
eye hospital. As he says in the introduction, the work 
is not an all-encompassing text of eye surgery, but is 
concerned only with the repair of injuries and of the 
deformities they produce. No part of the eye or adnexa 
is omitted, and he begins with corneal suture and ends 
with repair of the bony walls of the orbit ; but it seems 
that his chief interest relates to structures outside the 
globe of the eye. Corneal grafting, for instance, is 
treated with extreme conservatism as being rather 
dangerous, and three-quarters of the text deals with the 
injuries to the adnexa. Nevertheless, his presentation 
of the methods employed in a variety of injuries is 
outstandingly successful, actual cases being beautifully 
illustrated and lucidly described. Moreover, this is a 
delightful book to read and handle. 


Spring* 
Blackwell 


Osteology for Dissectors 
A Tutorial Pocketbook. Rosert Kine Howat, M.s., 
F.R.C.S., F.R.F.P.S., hon. demonstrator of anatomy, King’s 
College, London. London: Henry Kimpton. 1950. 
Pp. 292. 15s. 

ONE of the objects of this book is to promote the 
study of the bones and soft tissues as an interdependent 
whole, each component of which explains the other. 
Mr. Howat therefore places considerable emphasis on 
living and functional anatomy. Indeed, several short 
notes are included on subjects not strictly to be classified 
as osteology, such as the mechanics of respiration, the 
muscles of the back, and the muscles of facial expression. 

In the descriptions of the bones the main features are 
clearly and succinctly brought out, but minutiz are left out : 
the vexed subject of ossification dates is sensibly treated by 
the omission of detail. The book is illustrated by 46 rough 
outline drawings on which the student is expected to sketch 
in the various muscular and ligamentous attachments. 

The text is essentially in the form of notes, and the arrange- 
ment of material is occasionally odd: for example, though 
an introductory section is given, the various types of epiphyses 
are not classified until p. 131, where the classification is 
somewhat arbitrarily introduced into the description of the 
femur. Nor is the treatment of the skull bones wholly 
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logical: the palatine bone is described in the text, but the 
ethmoid is relegated to an appendix. The list of contents 
leads one to expect a separate description of the sphenoid, 
but none is given, nor does the sphenoid appear in the index. 
The index is, indeed, inadequate and often capricious. The 
terminology used is deliberately inconsistent, which may 
serve to accustom the student to the conditions he will 
encounter later in the curriculum, but which may also, at 
this early stage, confuse him. Nevertheless, the book may 
prove of value to those who find the larger osteology texts 
too detailed and too far divorced from the study of the 
anatomy of the soft parts. 


The National Health Service Acts, 1946 & 1949 
J. A. Scort, 0.B.E., M.D., D.P.H., deputy medical officer 
of health, London County Council; D. J. B. Coorrr, 
A.C.1.8., principal clerk, L.C.C. public-health department ; 
SUFFERT, of the Middle Temple and the South-eastern 
circuit, barrister-at-law. London: Eyre & Spottiswoode. 
1950. Pp. 1192. 55s. 

In 1947 Dr. Scott published a slender volume called 
The National Health Service Act, 1946, containing 
an informative introductory chapter, the text of the 
Act, and an index to the Act compiled by Mr. H. A. C. 
Sturgis. In this new version, which bears about the same 
relative proportions to its forerunner as Falstaff to his 
page, Dr. Scott has had the help of Mr. Cooper and 
Mr. Seuffert. The introduction has been largely retained 
and expanded, and a chapter has been added on the 
scope and structure of the National Health Service, 
informative and easy to follow. The texts are given of 
the 1946 Act, the 1949 (Amendment) Act, and the 
Statutory Instruments Rules and Orders (as amended) 
issued up to March 31, 1950; both Acts are fully anno- 
tated in a manner which relates allied subjects, fills in 
gaps, and throws a beam through the haze of official 
language. Appendices include a pictorial diagram of 
the administrative structure of the service, the statutory 
rules and orders relating to regional hospital areas, a 
list of disclaimed hospitals, an account of the prospect 
of health centres, the text of Ministry of Health circulars 
of ‘‘ particular interest and importance,” and a list of 
Whitley Councils ; and there is a comprehensive index. 
Professional and amateur administrators who found the 
original volume a useful acquaintance will be quick to 
make friends with its larger successor. 





Asphyxia Neonatorum 
Wituiam F. WINDLE, pPH.D., professor of anatomy, 
University of Pennsylvania. Springfield, Ill.: Chas. C. 
Thomas. Oxford: Blackwell Scientific Publications. 
1950. Pp. 61. 15s. 

THIS monograph in the series ‘* American Lectures in 
Physiology ’’ represents ‘‘the revised text of several 
lectures in an elective course in ‘ Developmental Physio- 
logy ’ at the University of Pennsylvania.”’ It is concerned 
with the relation of asphyxia neonatorum to the foetal 
blood, the foetal circulation and respiration, and the 
effect of this condition upon the brain. 

The subject is introduced with a discussion of feetal- 
maternal relationships, and thereafter the blood of the foetus 
and of the newborn is considered from the aspects of develop- 
ment, disposition, volume, and iron content. Other chapters 
are devoted to foetal circulation, intra-uterine respiration, 
foetal respiratory activity, and the advent of in-breathing. 
Only the last chapter deals with asphyxia neonatorum as 
such, from experimental and pathological points of view. 

Professor Windle is not one to accept statements without 
putting them to the test of experimental proof, as the following 
quotation illustrates: ‘‘ Some are content to assume that a 
significant percentage of the population is born defective 
mentally and that this defect may be the cause rather than 
the effect of respiratory abnormality at birth. Although clinical 
evidence suggests a close relationship between asphyxia at 
birth and late neurological defects in infants and children, 
adequately controlled experimental conditions are practically 
non-existent in the human species. Consequently, it is 
essential to turn to the laboratory and try to reproduce 
similar conditions in animals that give birth to two or more 
offspring.” 

This is a notable monograph on a subject of increasing 
importance to obstetricians, pediatricians, physiologists, 
and pathologists. 


REVIEWS OF BOOKS 





[FeB. 10, 1951 

British Encyclopedia of Medical Practice (2nd ed. 
London: Butterworth Medical Publications. 1950. Vol. 4. 
Pp. 688. £3).—The fourth volume of this standard work in 
its second edition, edited by Lord Horder, goes forward 
alphabetically from corneal lesions (reviewed by Mr. J. H. 
Doggart) to ear diseases (by Mr. Maxwell Ellis). Technically 
this volume is noteworthy for fine colour illustrations of the 
tympanic membrane. 


Annual Review of Medicine (Stanford University School 
of Medicine. California: Annual Reviews. 1950. Pp. 484. 
$6).—Essentially intended for those engaged in teaching or 
research, volumes in the ‘* Annual Reviews ”’ series are designed 
to cover all the principal advances in knowledge in their 
special subjects. The present volume, edited by Windsor C. 
Cutting and Henry W. Newman, and carrying an imposing 
list of authors, is remarkably up to date. Besides quoting 
from large numbers of original papers, the various authors 
give their own views clearly, and keep a good balance between 
experimental and therapeutic results. Some 250 reviews in 
medicine published between July, 1948, and November, 1949, 
are annotated, and the authors referred to amount to nearly 
4000. 


Atlas d’électrocardiographie (2nd ed. Paris: Masson. 
1950. Pp. 260. Fr. 2200).—This atlas, intended for begin- 
ners and for practitioners, is compiled by V. Fattorusso and 
O. Ritter, and is based on very clear tracings, which—though 
evidently retouched—are faithful reproductions of the 
originals, many of which were taken in the clinic of Dr. F. N. 
Wilson at Ann Arbor. In subjects which have recently 
advanced, particularly cardiac infarction, the book is up to 
date, and wherever possible an electrical-anatomical explana- 
tion is given for the tracings. For those who wish to go a 
little deeper into the matter there is a supplementary section 
on electrophysiology, with brief notes on vectorcardiography 
and on the ventricular gradient. The atlas can be recom- 
mended to anyone with a little French; but the price is 
high for a book with soft paper covers. 


Foot Mechanics (London: Bailliére, Tindall, & Cox. 
1950. Pp. 106. 6s.).—Leslie R. Smart, chiropodist to the 
Bermondsey and Southwark group of hospitals, sets out to 
describe the mechanics of the foot and the principles of 
treatment of mechanical disorders, and to correlate chiropodial 
measures with other methods of physical treatment. His 
account of the mechanics and functions of the foot and of 
its common disorders is clear and straightforward, though 
more emphasis might have been laid on the functional 
importance of the toes. In the chapters dealing with methods 
of diagnosis and treatment it is disappointing to find that 
emphasis is laid on technique rather than principles. Thus 
the operative treatment of hallux rigidus is described in 
detail, but the indications for operation, and the results that 
may be expected, are not mentioned. In a book of this 
kind it is surely unnecessary to discuss the technique of 
giving local anesthesia, or the development of an X-ray 
plate: space would be far better given to a fuller 
account of the indications for the forms of treatment 
advocated. 


A Medical Handbook for Athletic and Football 
Club Trainers (London: Faber & Faber. 1950. Pp. 144. 
10s. 6d.).—A certain amount of scientific and medical know- 
ledge is desirable and indeed necessary for a correct under- 
standing of the training of footballers and those engaged in 
other athletic ventures. But it is far from easy to define 
the limits of such instruction and in this book Mr. W. D. 
Jarvis has attempted too much in some directions and too 
little in others. He clearly has a good superficial knowledge 
of anatomy and physiology; but a profound knowledge of 
these is required by anyone setting out to impart elementary 
principles to beginners, and to preserve a proper proportion 
in selection of material.» Is an athletic trainer any more 
efficient because he knows about the cytology of the blood, 
the character of the heart sounds, the gaseous changes 
which influence the respiratory centre, the structure of the 
intestinal wall, the anatomy of the brain and of the autonomi¢ 
nervous system, and the anatomy and physiology of thq 
endocrines ? The details of first-aid are sound, but referenced 
to the differential diagnosis of such diseases as peritonitis ar 
out of place. A man with considerable practical experienc 


of athletes must have many more useful things to offer thai 
an epitome of current textbooks for the medical student. 
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Cleaner Cookery 

THE Catering Trade Working Party! makes two 
main recommendations: (1) that premises used in 
the trade should be registered with local authorities, 
and (2) that a “standard ” code of hygienic practice 
should be enforced. In addition it has drawn up a 
“target”? code at which catering establishments, 
great and small, are advised to aim. Not all the 
members of the working party could agree that a 
local authority should have power to prevent the 
proposed use of premises on the ground that the 
plans and plant are going to prove unsatisfactory ; 
and members representing the trade raised the 
reasonable objection that the major dangers to public 
health arise not from failings in layout or equipment 
but from the dirty habits or lapses of the workers. 
We too are not over-fond of provisions—necessary 
ave a citizen’s 
livelihood to the discretion of the single expert 
employed by a statutory body. 

The dangers to the public from the catering trade 
are those of food-poisoning in its many forms. Food 
may be dangerous when it reaches the restaurant, or 
while on the premises it may be rendered dangerous 
by human or animal contamination or by the multi- 
plication of bacteria derived from these or other 
sources. At any stage, and sometimes by almost 
grotesque ill chance, it may adsorb metallic and other 
chemical poisons. The measures proposed in the 
“‘ standard ’’ code to lessen these dangers are those 
suggested by reason and experience. Working 
premises must be kept clean in every sense, and 
vessels and equipment should be what the good 
housewife calls spotless. Lighting and supplies of hot 
and cold water must suffice for every purpose. 
Perjshable food must be kept at a temperature below 
that at. which bacteria multiply freely, and viands to 
be eaten cold must, after cooking, be chilled as 
rapidly as possible. Interpreted with caution, regula- 
tions such as these could be enforced. Whether this 
is true of those directed against infection derived 
from the people who handle food we are less certain. 
The working party rightly rejects the proposal, so 
often made, that all employees sHould submit to 
medical inspection at regular intervals or at least on 
engagement. Even if such an inspection were limited 
to a search for carriers of enteric fever, such as is 
undertaken before men are employed in waterworks, 
the time and money spent to no advantage would 
soon bring the system into disrepute. Enteric fever 
is mercifully rare, while food-poisoning caused by 
salmonella, shigella, and staphylococcus is only too 
common. Cumulative experience suggests that, 
though a permanent carrier may occasionally be 
responsible for these infections, the commonest 
source is the person with a superficial infected wound 
of hand or face or with a discharging nose, or one 
who returns to work free of symptoms after a bout 
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@ Menken, or wee is ray unwitting family contact 
of an infected person.2? We should not care for the 
task of framing regulations adequate to control these 
sources of infection, and we doubt whether this 
“standard ”’ code will be of much help in this direction. 
Indeed the results of applying this code as a whole 
will deserve close attention from those interested in 
the science (or art) of citizenship. So long as social 
regulation was limited to the obvious externals of 
our living, enforcement was not difficult. The 
Elizabethan cit who did not attend his church on 
Sunday, or the wretch who failed to obscure his house 
lights in the blackout, were sitting birds to the legal 
gun. But the kitchen-hand who fails to report to the 
restaurateur that he passed a fluid motion during 
the night (Standard Code: Sect. 2b) will be elusive 
game. It is fair to ask whether expert knowledge 
is not, with the best of intentions, pushing us too 
deep into the brier-bush of unenforceable regulations. 
If these were based on facts beyond dispute we 
should feel less uneasy; but if this working party 
had met in 1940 its findings would not be what they 
are now, and its successor in 1960 may not accept 
its premises and suggestions unamended. 

But, if some misgivings are permissible, no-one should 
make light of this report; for, applied with sense 
and ‘tact, its suggestions will do much to enhance the 
safety of those who eat in public and those who 
buy cooked food. People who cynically deny the 
possibility of improvement in these matters would 
do well to consider the ice-cream trade, where a 
single regulation demanding pasteurisation, a practical 
but non-statutory test of bacterial contamination, 
and the wholehearted support of the makers, have 
together entirely changed the quality of the article 
sold to the public. Today food hygiene is headline 
news, and to make this report effective some responsi- 
bility lies with the popular expositors of hygienic 
living. A public which grumbles with intelligence is 
unlikely to come to much harm, and the critical 
diner-out will send the dirty plate back quicker than 
a ream of regulations. Perhaps, too, the sanitary 
inspector will learn to look more often at the waitress’s 
finger-nails and less severely at the height of the 
kitchen ceiling. And every doctor will help if he 
notifies to the M.O.H. any outbreak of gastro-enteritis 
involving two or more persons. 


Methods of Rat Destruction 


THE war stimulated study of scientific methods of 
destroying rats. In Britain the centre of investigation 
was the Bureau of Animal Population at Oxford, and 
some of the work done there has been reviewed by 
BARNETT.’ Poisoning remains the method of choice ; 
but difficulties arise from the tendency of rats to avoid 


anything unfamiliar (“‘ new-object reaction ’’), which 
leads to refusal of poison when first put down.* After 


an interval of hours or days small and often sublethal 
quantities are taken ; and a rat which recovers from 
poisoning may afterwards refuse the food that caused 
his illness (‘‘ bait-shyness”’). In the now familiar tech- 
nique of “ prebaiting,”’ plain bait is laid for several 
days before poison is added, and the rats thus become 


2. Francis, T. jun. J. 


Amer. med. Ass. 1949, 141, 308. 
3. Barnett, S. A. 


Preservation of Grains in Storage. 
cultural Public ations, no. 2, 1948, p. 12 


4. Chitty, D., Shorten, M. J. Mammal. 
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accustomed to the new food. THompson ° has shown 
that if the amount of bait laid each day is much less 
than the rats need, feeding becomes more and more 
concentrated into a short period immediately after 
the bait is put down; and when poison is eventually 
added the mixture is taken readily in lethal amounts. 
Prebaiting, however, is laborious, and it is hard for 
organisations such as local health departments to find 
the labour for it. Moreover, even prebaiting may 
leave some survivors, and these, according to official 
advice,® should be dealt with by a further course of 
prebaiting and poisoning, with different materials to 
avoid possible shyness. If this is not done, or if for 
any reason complete or nearly complete clearance is 
not achieved, the rat population may restore itself 
rapidly by breeding. 

For economic reasons, therefore, a means of doing 
without prebaiting is needed, and BaRnetT and his 
colleagues have investigated this problem. One 
possibility is a poison so toxic that rats could rarely, 
if ever, take a less than lethal dose ; and it has been 
widely suggested that sodium monofluoroacetate 
(“1080”) meets this need. Of 16 carefully assessed 
field tests of 1080, used without prebaiting, 10 were 
judged successful, 4 were failures, and 2 were doubt- 
ful.? 1080 is therefore considered better than the 
commonly used rat poisons (such as zine phosphide) 
without prebaiting, though the results are not as 
reliable as those of the normal prebaiting procedure. 
But 1080 is very dangerous, and a number of domestic 
animals and wild birds were killed during the tests. 
Also it was found that rats surviving 1080 poisoning 
may refuse further baits containing the poison. Since 
the Lp50 of 1080 to wild Rattus norvegicus is 4 mg. per 
kg. or less, this is of considerable interest : it shows 
that an increase in toxicity which would obviate 
prebaiting must be so great that it is probably imprac- 
ticable. The problem would be solved if a highly 
toxic, palatable poison could be found, specific to rats ; 
but only one substance is known to be fairly specific 
to rats—namely, scilliroside, the toxic glucoside of 
red squill—and this poison has proved ineffective 
without prebaiting.® 

An alternative way to make prebaiting unnecessary 
would be to use a poison that did not cause shyness. 
Such a poison could be laid continuously, in infested 
places, without loss of efficacy. ARMOUR and BARNETT 
have tried the anticoagulant dicoumarol in an investiga- 
tion of this possibility, which they call “chronic 
baiting.” ® As dicoumarol acts slowly, and has little 
effect after a single dose, it was thought that the rats 
would not learn to avoid it. But laboratory and 
field tests, all on wild rats, showed that dicoumarol 
is capable of producing shyness, though to a less 
extent than strong poisons; and also that it is dis- 
tasteful to rats. Granted, however, that dicoumarol 
is not the ideal substance for chronic baiting, the fact 
remains that ARMOUR and Barnett found that in 
the field it gave kills of over 70° in 6-9 weeks, laying 
bait only once a week. And Scurrn?° reports briefly 
even higher kills in some environments with another 
5. Thompson, H. V. 
6. Barnett, 8S. A. 

1946. 
7. Barnett, S. A., Spencer, M. M. J. Hyg., Camb. 1949, 47, 426. 


8. Barnett, S. A., Blaxland, J. D., Leech, F. B., Spencer, M. M. 
Ibid, p. 431. 


9. Armour, C. J., Barnett, S. A. Jbid, 1950, 48, 158. 
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anticoagulant, Compound 42 or ‘ Warfarin.’ Though 
a great deal more work needs to be done, it seems 
likely that chronic baiting with special poisons will 
be the next stage in the development of methods of 
rat destruction. 


Contaminants in the Blood-culture 


COAGULASE-NEGATIVE strains of Staphylococcus albus 
are almost always harmless saprophytes, and when 
found in a blood-culture they are therefore reported 
as contaminants. But in the two cases reported by 
Dr. MaTTHEWw three weeks ago (Jan. 20, p. 146) there 
seemed to be no doubt that they were the cause of 
a fatal infective endocarditis. Diphtheroids, bacilli 
resembling H. inflwenzew, and enterococci, as well as 
these white staphylococci, have on rare occasions 
grafted themselves on damaged heart valves and 
instituted an infection which in pre-penicillin days was 
almost invariably fatal. These cases usually have a 
persistent pyrexia, probably related to the continuous 
release of bacterial protein—an accepted pyrogen— 
into the blood-stream ; and the breaking off of friable 
endocardial vegetations causes the non-septic infarcts 
often found in various organs. Myocardial infarction 
is a rarity, but it was a feature of MaTrHEw’s cases, 
where it led to a secondary pericarditis with effusion. 
In cases of bacterial, but not rheumatic, endocarditis 
this complication of pericardial effusion should make 
the clinician consider the possibility of infection with 
Staph. albus, even though the reports on blood-cultures 
have hitherto mentioned it only as a contaminant. 

Despite this evidence of its very occasional patho- 
genicity, Staph. albus remains the commonest con- 
taminant found in blood-cultures taken by inexperi- 
enced housemen, where it may be derived from the 
patient’s skin, the operator’s hands, or the environ- 
ment. Students nowadays are often called upon to 
draw blood for various purposes, and they should be 
taught the correct technique of venepuncture early in 
their clinical training. A short technical film, on the 
lines of Taking a Blood-culture, which was shown to 
the Royal Society of Medicine at St. Mary’s Hospital 
in November, would tell them how the risk of 
introducing contaminants can be reduced to a mini- 
mum. The important points are: to use a syringe 
ready assembled with a sharp needle and sterilised 
by dry heat ; to have the patient’s arm fully extended 
on a resistant surface ; and to feel as well as see the 
vein chosen for puncture (avoiding the shifting 
superficial kind). A sphygmomanometer cuff having 
been applied to the upper arm and inflated just enough 
to make the veins stand out, the skin is painted with 
2% iodine or 70°% alcohol, and the operator then 
introduces the needle as nearly as possible parallel to 
the vein, to avoid catching the opposite wall. The 
blood should flow into the syringe without undue 
suction by the piston, and without including any 
air-bubbles. After its withdrawal from the vein the 
needle is left attached to the syringe and the blood 
is slowly ejected into the appropriate culture-media— 
bottles or tubes with screw-cap and rubber diaphragm 
enable one to inoculate the medium without exposing 
it to the outside air. 

Besides the usual aerobic and anaerobic culture 
(and, where undulant fever is suspected, incubation 
in 5-10°% CO,), an attempt at a quantitative culture 
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can be made if, when the blood is being collected, 
two 1 ml. amounts of blood are added to tubes of 
melted agar which are then emptied into petri plates. 
If this is done routinely in cases of obscure pyrexia, 
it will be possible for the laboratory to say whether 
any dubious organism is a pathogen ; for contaminant 
organisms will usually number less than 1 and patho- 
gens more than | per ml. It will also help to differ- 
entiate a temporary bacteremia, with, as a rule, less 
than 10 organisms per ml., from a true septicemia, 
where—for example, in subacute bacterial endocarditis 
—the number per ml. may range from tens to 
hundreds. 


Annotations 


INFLUENZAL PNEUMONIA 


Except for rare cases which radiologically belong to 
the ‘‘ atypical pneumonia ”’ group of infections, influenzal 
pneumonia seems to be caused by pneumococci, staphylo- 
cocci, streptococci, or Haemophilus influence. We may 
think of these bacteria as opportunists exploiting gaps 
in the defences, consolidating in areas whose perimeter 
has been weakened by influenza virus. The incidence 
of pneumonia differs greatly in different influenza 
outbreaks and even in different areas where the same 
strain of virus seems to be at work. Many experienced 
bacteriologists believe that H. influenze was of special 
importance in the 1918 pandemic of virus influenza, and 
there is some evidence that particular bacterial species 
tend to predominate in particular outbreaks. The 
relationship of bacteria and virus is thus very important 
in considering influenzal pneumonia. Bacteria play the 
main part in the later stages, but both virus and bacteria 
have frequently been isolated in the same case. Finland 
et alt found that half of 69 cases of bacterial and other 
pneumonias gave positive serological tests for the virus. 
Maxwell et al.2 obtained serological evidence of infection 
or isolated the virus in 17 of 36 cases of pneumococcal 
pneumonia. Now Stuart-Harris and his colleagues * in 
Sheffield report that at least 18 of 55 cases of pneumonia 
during the spring of 1949 were infected with influenza A 
virus. In addition, 8 of 15 cases of bronchitis, 1 of 2 
cases of bronchiectasis, and 4 of 6 cases of congestive 
heart-failure also had evidence of virus-A infection. 
These positive results were confined to the period of 
prevalence of influenza A; and only 2 out of 158 patients, 
including 78 cases of bacterial pneumonia, were infected 
with the virus when there was no epidemic. The Sheffield 
workers isolated Staphylococcus aureus from several of 
their cases of influenzal pneumonia, particularly from the 
fatal ones, and this type of infection should be constantly 
kept in mind. 

One of the striking features of certain cases of influenzal 
pneumonia associated with Staph. aureus is the ease with 
which influenza virus may be recovered from the lungs 
of fatal cases. Some workers believe that this indicates 
a special relation between the virus and the bacteria, 
but the rapidity with which staphylococcal pneumonia 
develops may also be relevant. On the other hand, there 
may be some sort of synergism at work, and possibly 
a staphylococcal spreading factor plays a part. From the 
clinical angle, synchronous virus and staphylococcal 
infection is particularly important because it may resist 
many forms of current treatment. In influenzal pneu- 
monia associated with pneumococci there is less evidence 
of synergism, and in such cases the clinical features and 
the response to treatment do not differ materially from 





1. Finland, M., Ory, E. M., Meads, M., Barnes, M. W. J. Lab. clin. 
Med, 1948, 33, 32. 
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1949, 28, 307. 

3. Stuart-Harris, C. H., Laird, J., Tyrrell, D. A., Kelsall, M. H., 
Franks, Z. C., Pownall, M. J. Hyg., Camb. 1950, 47, 434. 
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sporadic cases of pneumococcal pneumonia. Harford 
et al.4 showed that the power of the mouse lung to reduce 
its content of pneumococci was less in the presence of 
influenza virus infection, but in these experiments 
definite lung lesions were produced by the virus itself. 
We cannot, therefore, lightly dismiss the possibility of 
some sort of concerted attack between virus and bacteria, 
especially where the influenza and pneumonia infections 
are not separated by an appreciable interval of time. 

Another form of relation between the virus and 
bacterial agents in influenzal pneumonia is suggested by 
the Sheffield workers. Certain organisms present in the 
nasopharynx as peaceful residents may be transferred 
and ‘‘ passaged ’’ from one person to another along with 
the virus. It is possible that during this transfer an 
epidemic strain of the bacterium might emerge; and, if 
this happened, more cases of pneumonia associated with 
this virulent strain would occur than before the outbreak, 
and these infections might be combined with influenza 
virus infection. No single serological type of pneumo- 
coccus was particularly common among the Sheffield 
cases, but other workers have found a prevalence of one 
type in other outbreaks. There is a suggestion that one 
bacteriophage type of Staph. aureus was common in 
Sheffield during the epidemic, but this may not mean 
very much. The investigation does not shed much new 
light on the virus-bacteria relationship in influenzal 
pneumonia, but it is a valuable record of what happens 
in a community when, as at present, influenza virus 
reaches it from abroad. 


THE WORK OF THE BORSTALS 


A ‘Home Office pamphlet, Prisons and Borstals,° 
reminds us that in 1863 a committee of the House of Lords 
reported in favour of a punitive régime in prisons, based 
on ‘‘ hard labour, hard fare, and a hard bed.’ This was 
interpreted as requiring complete isolation of the prisoner 
at all times, and his employment on irksome, fatiguing, 
and useless labour at the treadmill, the shot-drill, and 
the crank. In 1805 a departmental committee, with 
Lord Gladstone as its chairman, found that under this 
system neither crime nor recidivism had decreased, and 
that prisoners, far from being deterred, became degraded, 
embittered, and confirmed in their choice of a criminal 
life. The committee recommended that, in future, 
reformation and deterrence should go hand in hand, and 
that ‘‘ prison treatment should be effectually designed to 
maintain, stimulate, or awaken the higher susceptibilities 
of prisoners and turn them out of prison better men and 
women, both physically and morally, than when they 
came in.”’ 

Nowhere in the prison service has the attempt to apply 
these principles been more earnest than in the borstals ; 
and achievement has been considerable, though it is 
partly limited by lack of appropriate staff and buildings. 
There are two reception centres for boys, one at Latch- 
mere House, Kingston, and the other in a wing of Worm- 
wood Scrubs Prison. Until recently girls were received 
at Holloway Prison, but now they are sent directly to 
the borstal at Aylesbury. The Howard League ® think 
the continued use of a prison as a reception centre is 
unfortunate, and so indeed do the Prison Commissioners. 
Boys are studied for about two months at the reception 
centres, and are examined medically, educationally, and 
psychologically. A woman social worker visits the home 
and reports on the family background of each young 
offender; and finally he is assessed for vocational 
training. On the basis of these studies he is allocated to 
the borstal most likely to suit him. Of the 13 institutions 
available 4 are in “‘ security ’’ buildings, 7 are in camps or 
adapted country houses, 1 is a specially built open 
4. Harford, C. G., Leidler, V., Hara, M. J. exp. Med. 1949, 89, 53. 
5. 2nd ed. H.M. Stationery Office. 1950. Pp. 72. 28. 6d. 


6. Borstal: a Critical Survey. London: Howard League for 
Penal Reform. 1950. Pp. 43. 2s. 6d. 
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borstal, and 1 is in an old prison with an outlying camp ; 
there are also a correctional borstal for absconders in a 
wing of Wandsworth Prison, and a recall centre at 
Portsmouth for the further training of those recalled 
from supervision. Girls under borstal training are far 
fewer than boys (an average of 275 against 3100 in 1949), 
and less choice of training is open for them. There are 
only two centres—that at Aylesbury (a ‘“ security ”’ 
institution with a farm outside the walls), and an open 
borstal at East Sutton, where 40-50 suitable girls are 
trained in an adapted country house. 

A statutory duty is laid on the borstals to provide 
continued education for the inmates, not only by class 
teaching but by means of hobbies and handicrafts ; and 
in addition eight hours every day are spent at work, at 
first in construction and maintenance about the house 
and farm and later in training for a trade. The 
boys are taught by self-respecting craftsmen, vigorous 
and often athletic, who provide, as the Howard League 
survey says, a living proof that honesty is not a sign of 
effeminacy and weakness. Small sums can be earned at 
work, which can be spent in the canteen. For the girls 
there is much less choice of occupation then for the boys ; 
until recently domestic work and sewing were the only 
resources offered to young women who before admission 
had mostly been living lives of considerable excitement. 
Nowadays, however, they have opportunities to learn 
dairy-farming ; and at East Sutton they also help with 
building and maintenance, and not surprisingly many 
of them show much aptitude for these things. The Home 
Office pamphlet notes that the spare-time activities at 
borstals are valuable instruments of training. A library 
(often a branch of the county library system), indoor 
and outdoor games, matches played against neighbouring 
teams, cadet corps, boys’ clubs, young farmers’ clubs, 
summer camps and harvesting camps, and the oppor- 
tunity to go home for five days’ leave, all bring these young 
people into touch with the community, and help them to 
know they have a place in it. 

The aim of all borstal training, as ‘the Howard League 
point out, is to fit the young offender for ordinary life 
by giving him increasing responsibility, both in his 
environment and for his own self-discipline. The duration 
of a borstal sentence is, in effect, for four years, of which 
not less than nine months and not more than three years 
must be spent in the institution, the rest being a period 
of supervised freedom. How far is the system successful ? 
It is generally reckoned that the approved schools are 
successful with over three-quarters of their cases; the 
borstals, faced for the main part with the tougher 
delinquents, succeed with more than half. Thus of boys 
discharged in the years 1942-46, 52-:1% had not been 
reconvicted up to 1948, and 22-3% had been reconvicted 
once only. For girls the figures were 59% not reconvicted 
and 21-9% reconvicted once only. But about a quarter 
of the boys and a fifth of the girls had been reconvicted 
more than once in that time; and for these we must 
take yet more thought. Among constructive measures 
the Howard League propose that staff should be increased 
by offering higher salaries, and by experimenting in the 
use of more women staff in the boys’ institutions. Special 
institutions should be provided, they suggest, for 
absconders from approved schools (especially for those 
children who have been sent to such schools because 
they needed care and protection), for children of very 
low intelligence, and for psychopaths. No part of a 
borstal sentence, they think, should be served in a prison 
building. The welfare of those who leave is now in the 
hands of a Central Council for Aftercare. The Howard 
League feel that such care might well be more personal 
and less formal: more use should be made of voluntary 
workers, and there should be one or more officers in every 
borstal to act as a liaison officer for aftercare. Better 
aftercare, indeed, might make all the difference to some, 
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for a boy who leaves with the knowledge that he is well 
on the way to becoming a skilled workman may find his 
way blocked by trade-union regulations when he tries 
to get a job; and his bitterness may lead him back to 
crime. 

We have good reason to be proud of the work done by 
our approved schools and borstals. With more staff they 
could probably diminish still further the residue of young 
people who still sink into the miserable career of the 
persistent offender. 


SEASONAL INCIDENCE OF POLIOMYELITIS 

In the tropics the incidence of poliomyelitis does not 
vary with the seasons, but as one moves north or south 
of the Equator there is an increasing tendency for out- 
breaks to occur in the warm months of the year. Excep- 
tional seasonal outbreaks are not rare but generally 
speaking the rule holds. The explanation which comes 
most readily to mind is that climate affects the means 
of transmission of the virus, whether we believe this 
to be by droplets or by food and drink. If the disease 
is spread by contact we must explain why outbreaks 
occur when people are spending most time in the open 
air, and Armstrong! meets this paradox by suggesting 
that the portal of entry of the virus is more permeable 
in warm weather. When it is cold the secretions of the 
nose and throat, which are thought to have a protective 
effect, are greatly increased. Mucous secretion at its 
site of penetration may dilute or carry the virus away 
and at the same time make it more difficult for the virus 
to come into contact with susceptible cells in the naso- 
pharynx. In warm weather, when secretions are less, 
the opportunities for virus penetration will be better, 
and Armstrong has shown that there is a striking correla- 
tion between the absolute humidity, the average monthly 
temperature, and the incidence of poliomyelitis in the 
United States. Similarly, in our public-health section 
(p. 355) Dr. Ian Taylor’s chart illustrates how London 
epidemics in the last few years have begun as soon as 
the average temperature at Kew reached 60°F. But 
if this correlation means anything, why do mumps, 
influenza, and chickenpox not flourish in the same sort 
of weather? The difference may be concerned with the 
type of cell which attracts these viruses. 

In search of experimental support for his hypothesis, 
Armstrong suspended the Lansing strain of poliomyelitis 
virus in varying amounts of mucin, and after centrifug- 
ing injected the supernatant fluid intracerebrally into 
mice. Mucin appeared to snare the particles of both 
poliomyelitis and herpes simplex virus, since the tubes 
contaming the highest concentrations of mucin were 
least infectious. Next he injected mice intracerebrally 
with herpes virus suspended in mucin, and 4 out of 30 
survived whereas all 43 controls died. A similar pro- 
tective effect was noted when the injections were given 
into the pad of the foot or into the loose tissues of the 
groin. Using a strain of rabies virus he found that 
5 out of 12 mice survived when mucin was added to the 
intracerebral inoculum whereas all 12 control mice died. 
In all of these experiments mucin delayed the infection, 
and although only a proportion of the animals survived 
the results might have been better if, as in the naso- 
pharynx, there had beem a continuous supply of fresh 
mucin. The effect of this substance in the virus experi- 
ments is exactly the reverse of what happens in some 
experimental bacterial infections where mucin enables a 
feebly pathogenic organism to initiate infection. In those 
infections mucin protects the bacteria from the host’s 
defences ; here it forms a protective barrier between virus 
and the susceptible tissue cell. If the seasonal incidence 
of poliomyelitis is related to the conditions of the portal 
of entry or exit for the virus it is conceivable that such 





1. Armstrong, C. Amer. J. publ. Hlth, 1950, 40, 1296. 
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conditions could be altered by artificial measures. 
Armstrong’s hypothesis may not be entirely convincing 
but it suggests several lines for epidemiological and 
laboratory investigation. 


ACCORDING TO OUR CLOTH 

GIVE some men a few packing-cases and a packet of 
screws and they will make a passable dining-room suite ; 
others will split the wood for kindling; and some, giving 
the whole thing up, will leave it to rot in the rain. These 
are the differences between the able, the average, and 
the problem outlook. ; 

That gift for improvising, of which, in war-time, 
we are so rightly proud, has now some special oppor- 
tunities in the health service. The Newcastle Regional 
Hospital Board,! reviewing their charge in 1948, found a 
shortage of hospital buildings and great inequalities 
in staffing and equipment. Some parts of the region had 
about enough hospital beds, but few had adequate 
X-ray departments or pathology laboratories, and none 
had adequate outpatient departments. There was 
nothing like enough accommodation for the tuberculous, 
the mentally ill, or the mentally defective. To bring 
this all up to a uniformly high level, the board saw 
clearly, would take many years and much rebuilding. 
They would like to be able to build 3 new general hos- 
pitals, 3 new sanatoria, and a new mental hospital, 
and to extend and adapt some 25 existing general and 
special hospitals; but they realise that for ten years 
or more they must spend much of their capital allowance 
on improving what already exists. New hospitals, they 
say, cost £2500 or more per bed; but a bad hospital 
may be transformed for less than £500 per bed, and 
greatly improved for an outlay of only £50 per bed. 
They have therefore given to both patients and staff 
the immediate benefits which come of redecorating, 
refurnishing, and the removal of extra beds from over- 
crowded wards. Hospital management committees have 
been given the means to buy good beds and mattresses 
in place of very poor ones; and each committee has 
been given £1 2s. per bed per year to spend on minor 
capital works of their own choosing. The board hope 
to increase this allocation in the coming years. 

Staffing, they find, can be improved astonishingly 
quickly. The regional nursing officer has helped manage- 
ment committees to develop comprehensive schemes for 
training nurses and nursing cadets; and as a result 
nursing recruitment has improved wonderfully, not 
only in many general hospitals of the region but in a 
mental hospital and a mental-deficiency hospital as well. 
Working with the dietetic officer of the Ministry of 
Health, she has also improved the feeding arrangements 
of patients and staff. The main advance in staffing, 
however, has been in the specialist service. The time 
given by consultants and senior hospital officers has 
increased by 55%—over half as much again. All 
consultants who came into the service of the board in 
July, 1948, were allowed to increase their half-day 
sessions to 9 per week, or to become whole-time con- 
sultants, and additional consultants were appointed 
either for 9 sessions weekly or full-time, at their own 
choice. As a result, consultants are now uniformly 
distributed through the region—a remarkable achieve- 
ment in two years—and this has been done by levelling 
up, not levelling down: even such favoured areas as 
Newcastle, Carlisle, and Sunderland, which had relatively 
large consultant staffs before the service began, have 
been able to increase these staffs since 1948. Moreover, 
the convenience of the consultants themselves has been 
considered, their sessions being arranged so that they 
give all, or nearly all, their service in one group of hos- 
pitals, and no longer have to go from one end of the 
region to the other. This conservation of their energy 
costs nothing and is much appreciated. 


1. First Report, July, 1948, to March, 1950. _ 
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The board have a five-year plan for further expansion 
of the consultant service -which financial stringency 
may prevent them from completing; but they think 
that, in any new appointments which are made, the 
tuberculosis service, the mental-health service, and the 
backward parts of the region should have preferential 
treatment. Where consultants are too few, they find, 
examination, diagnosis, and treatment are sometimes 
neither efficient or quick, and this leads to extravagance 
in the use of beds: patients are taken in unnecessarily, 
or stay in too long. 

“A hospital spending £1 10s. weekly on its consultant 
service and £12 weekly per patient on all services may well 
be a much more economical as well as a much more efficient 
hospital than one spending 10s. weekly per patient on its 
consultant services and £8 weekly per patient on all services.” 

They also believe that a regional board which expanded 
the consultant service to absorb an eighth of the total 
cost of the service would have found the quickest way 
to raise the quality of the service to the standard of the 
best hospitals in the region. But they point out that 
the consultants in such an enlightened service would 
have to accept the important duty of keeping expenditure 
down to a minimum consistent with good care of the 
patients. 


HIRSCHSPRUNG’S DISEASE 

THE American pediatric surgeons, Swenson and Bill,! 
began to treat Hirschsprung’s disease by rectosigmoid- 
ectomy at the Boston Children’s Hospital over 3 years 
ago, and soon afterwards Mr. F. D. Stephens, of the 
Hospital for Sick Children, Great Ormond Streét, after 
visiting Boston, adopted their technique with«some 
modifications in detail. In January, 1949, Bodian and 
his colleagues ? published encouraging preliminary results 
in 12 cases, but it was clear that the value of the treat- 
ment could not be judged until the patients had been 
observed for several years. The surgeons at Great 
Ormond Street have now operated on 37 cases and have 
followed 23 of these patients for a minimum period of 
a year, and 12 for at least two years. The clinical results, 
reported by Dr. Bodian and his colleagues in this issue 
(p. 302) are highly satisfactory. There have been 3 
deaths, and 2 cases have been followed for less than 
six months ; but the remaining 32 are all in good general 
condition and 31 of them are having regular and spon- 
taneous bowel actions. The Boston results are equally 
good,* and these two groups of workers have undoubtedly 
established rectosigmoidectomy as a sound and reasonably 
safe operation capable of producing a lasting cure in 
most cases. 

Rectosigmoidectomy is nevertheless a serious opera- 
tion, and a task for the future, as with many other 
congenital malformations, is to search for means of 
prevention. This will depend on a better understanding 
of the interplay of the genetic and environmental factors. 
Now that Hirschsprung’s disease has been clearly 
defined pathologically from other types of megacolon, it 
has been possible to attempt a genetic analysis of the 
condition. Bodian, Carter, and Ward have made a start by 
investigating the families of their 40 cases and it is to be 
hoped that other centres will follow suit. One valuable 
fact has already emerged: that the chances of brothers 
of children with Hirschsprung’s disease being affected 
are about 1 in 4 or 5—an appreciable risk—-whereas for 
sisters the chances are much lower. 

What is the explanation of the remarkable absence of 
intramural ganglion cells found histologically in a part 
of the bowel which looks normal to the naked eye? 
Unfortunately, the early stages of the development of 
Auerbach’s and Meissner’s plexuses are not yet fully 
1. Swenson, O., Bill, A. H. jun. Surgery, 1948, 24, 212. 

9 


Bodian, M., Stephens, F. D., Ward, B. C. H. Lancet, 1949, i, 6. 
3. Swenson, O. Surgery, 1950, 28, 371. 
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understood. Some authorities suggest that the intestinal 
neurones have a vagal and pelvie parasympathetic origin. 
On the other hand, van Campenhout ‘ has produced 
evidence in favour of their development from the thoraco- 
lumbar neural crest. Again, Weber ® suggests a local 
differentiation of neuroblasts in the mesenchyme of the 
gut wall. Whatever the origin of the intestinal ganglion 
cells may turn out to be, Bodian and Carter point out 
that the characteristic distribution and variable length 
of the lesion in Hirschsprung’s disease can be explained 
in terms of a disturbance affecting at variable stages the 
differentiation of intestinal neurones in a craniocaudal 
direction. On embryological grounds, the disturbance 
probably occurs between the 30th and 35th days of 
foetal life; and although a definite genetic factor has 
been established it would be worth while keeping a close 
eye on the antenatal history of the mothers of these 
children, especially in the 4th and 5th weeks of preg- 
nancy. Some ‘‘ trauma ’’—whether infective, nutritional, 
or otherwise—may play a secondary part in the etiology. 


SOME FAMOUS DUBLINERS 


‘‘ Let bygones be bygones,’ the Englishman is apt 
to say—or anyhow to think—when confronting an 
Irish patriot moved by his country’s history. But 
what bygones! There was a time, as Mr. William Doolin ® 
reminds us, when the Irish were specifically excluded 
from the Dublin Guild of Barber-Surgeons; though 
this pieee of oppression, to be sure, was less villainous 
than it sounds, for the guild was founded in 1446 to 
tend the injuries sustained by the English soldiers in 
the defence of Dublin against the Irish. The futile 
device of keeping the Irish out of their own institutions 
reached a peak at the end of the seventeenth century 
when the Irish Catholics who had supported the Stuarts 
were finally defeated, their lands being given to English 
settlers, and their religion proscribed. They were excluded 
from the franchise, from the Bar and the Bench, from a 
seat in Parliament, and from any office under the Crown ; 
and they were not even allowed to cut hair. The oath 
of admission to the Guild of Barber-Surgeons contained 
the ordinance: ‘* You shall not take any apprentice 
but of the Protestant religion. .. .’ The English settlers 
became the founders of a new class, Protestant and 
Liberal, the Anglo-Irish. 

The penal code against the Irish was, Mr. Doolin says, 
of unparalleled severity ; but he manages to be very 
good-humoured about it, weighing the outcome of those 
times in a steady balance. ‘‘ To those privileged arsto- 
erats of eighteenth-century Dublin, we—lIrish as well 
as English—owe a lasting debt.’’ They gave us Swift, 
Berkeley, Steele, Goldsmith and Sheridan, Burke and 
Grattan, Thomas Moore; but no great doctors, for 
there was no school of medicine in Ireland until 1711, 
when the anatomy house was built in Trinity College, 
largely through the energy, foresight, and generosity of 
an Aberdonian, Sir Patrick Dun. Yet even in 1741, 
when three King’s professorships were founded in 
Trinity, there was the proviso that ‘‘ all Papists shall 
be utterly incompetent of being elected... .’ An Irish 
answer came to that in due course. Sylvester O’ Halloran, 
of Limerick, came back from Paris to practise medicine, 
and in 1764 put forward proposals for the advance- 
ment of surgery in Ireland: a “convenient edifice ”’ 
should be erected and three professors appointed, a 
register of practising surgeons should be compiled, 
candidates should apply for public examination, and 
the course should be attended with no kind of expense 
to the candidate, and should be ‘free to all Irishmen 


4. van Campenhout, KE. Arch. Biol. 1931, 42, 479; Ibid, 1947, 

5. Weber, A. Bull. Histol. appl. 1940, 17, 149. 

6. Dublin’s Surgeon-Anatomists. Thomas Vicary lecture, delivered 
at the Royal College of Surgeons of England on Dec. 13, 1950. 
Ann. R. Coll. Surg. 1951, 8, 1. 
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only without“distinction.’”? In 1780 the Dublin Society 
of Surgeons was established, and a year or two later the 
Barber-Surgeons Guild was dissolved. The surgeons 
were authorised to found their Royal College (but given 
no Government funds for the purpose). 

In the eighteenth century Dublin contributed to 
British medicine the idea of the voluntary hospital, 
and of the special maternity hospital. In the nineteenth 
century it gave the work of two outstanding men, 
Abraham Colles, an Anglo-Irishman, and James 
Macartney, an Armagh man of Scottish stock; and 
men of note among the Irish-born trained in the Dublin 
schools are Alcock, Crampton, Houston, Jacob, Porter, 
Todd, and later Macalister and Wilde. 


HALF A CENTURY OF ORTHOPADICS 


THE current issue of the British volume of the Journal 
of Bone and Joint Surgery is devoted to a retrospect of 
progress in orthopzedic surgery during the past fifty years. 
Sir Reginald Watson-Jones has collected a team of 
contributors from the world over to trace the developing 
patterns in America, Great: Britain, the Dominions, and 
continental Europe. 

Leo Mayer, of New York, describes the founding of 
the American Orthopedic Association and its subsequent 
growth, gives us vignettes of the grand old men of the 
period, and reminisces on Anglo-American orthopedic 
comradeship in the field during the first world war under 
the leadership of Robert Jones and Joel Goldthwait. 
Eminent United States authorities sum up their country- 
men’s advances in surgical technique, in the orthopedic 
application of biochemical discoveries, and in orthopedic 
research and education, and they remind us of the vast 
responsibilities of public authorities and orthopedists 
alike to the crippled in peace and war. Sir Harry Platt 
tells of the great figures and pioneers in France, Belgium, 
Holland, Italy, Scandinavia, and Middle Europe, and 
gives a glimpse, as through a glass darkly, of that enigmatic 
and oddly named man—Henry Turner of Leningrad. 
Canadian orthopzdics is the subject of a group of authors 
which includes R. I. Harris and W. E. Gallie; Jackson 
Burrows gives a sympathetic account of the Australian 
scene ; and other reports deal with New Zealand, South 
Africa, and Southern Rhodesia. 

But it is Osmond-Clarke’s survey of the men and 
events of the half-century here in Britain that willstand 
out for most readers at home. Polished, mildly nostalgic, 
yet alert and forward-looking, it brings the mighty names 
which star his pages to life in vivid word-pictures. Robert 
Jones and Agnes Hunt, Muirhead Little and T. P. 
McMurray, Tubby, Hey Groves, Arbuthnot Lane, 
Trethowan, Elmslie, Naughton Dunn, and Lambrinudi, 
these are some of the giants—joined in the shades as this 
volume was in the press by that great and kindly man, 
Gathorne Girdlestone—on whose shoulders we have 
climbed and whom Osmond-Clarke brilliantly portrays. 
They are summed up in two reproductions: one the 
unforgettable painting of Hugh Owen Thomas from the 
National Portrait Gallery, and the other a photograph 
of Robert Jones and Agnes Hunt walking together in 
the grounds of their early cripples’ hospital at Oswestry. 
Lloyd Griffiths presents some of the classics of British 
orthopedic literature, and the volume concludes with a 
collective review of intramedullary nailing in fractures, 
and a study of orthopzdic-endocrinological interrelations 
by Leonard Simpson. 

Sir Reginald Watson-Jones has re-created for us at 
just the right moment the spirit and atmosphere of an 
all-important period before its memories have entirely 
faded. 





THE next session of the: General Medical Council 
will open on. Tuesday, Feb. 27, at 2 p.M., when Prof. 
David Campbell, the president, will take the chair. 
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Special Articles 


MUNCHAUSEN’S SYNDROME 


RicHarRD ASHER 
M.D. Lond., M.R.C.P. 


HERE is described a common syndrome which most 
doctors have seen, but about which little has been written. 
Like-the famous Baron von Munchausen, the persons 
affected have always travelled widely ; and their stories, 
like those attributed to him,’ are both dramatic and 
untruthful. Accordingly the syndrome is respectfully 
dedicated to the baron, and named after him. 

The patient showing the syndrome is admitted to 
hospital with apparent acute illness supported by a 
plausible and dramatic history. Usually his story is 
largely made up of falsehoods; he is found to have 
attended, and deceived, an astounding number of other 
hospitals; and he nearly always discharges himself 
against advice, after quarrelling violently with both 
doctors and nurses. A large number of abdominal scars 
is particularly characteristic of this condition. 

That is a general outline ; and few doctors can boast 
that they have never been hoodwinked by the condition. 
Often the diagnosis is made by a passing doctor or sister, 
who, recognising the patient and his performance, 
exclaims: ‘“‘I know that man. We had him in 
St. Quinidine’s two years ago and thought he had a 
perforated ulcer. He’s the man who always collapses on 
buses and tells a story about being an ex-submarine 
commander who was tortured by the Gestapo.’ Equally 
often, the trickster is first revealed in the hospital 
dining-room, when, with a burst of laughter, one of the 
older residents exclaims: ‘‘ Good heavens, you haven’t 
got Luella Priskins in again, surely? Why she’s been 
in here three times before and in Barts, Mary’s, and 
Guy’s as well. She sometimes comes in with a different 
name, but always says she’s coughed up pints of blood 
and tells a story about being an ex-opera-singer and 
helping in the French resistance movement.” 


DIAGNOSIS 


It is almost impossible to be certain of the diagnosis 
at first, and it requires a bold casualty officer to refuse 
admission. Usually the patient seems seriously ill and 
is admitted unless someone who has seen him before is 
there to expose his past. Experienced front-gate porters 
are often invaluable at doing this, 

The following are useful pointers : 

1. (Already mentioned) a multiplicity of scars, often 

abdominal. 

2. A mixture of truculence and evasiveness in manner. 

3. An immediate history which is always acute and harrow- 
ing yet not entirely convincing—overwhelmingly severe 
abdominal pain of uncertain type, cataclysmal blood- 
loss unsupported by corresponding pallor, dramatic loss 
of consciousness, and so forth. 

4. A wallet or handbag stuffed with hospital attendance 
cards, insurance claim forms, and litigious correspondence. 


If the patient is not recognised by an old acquaintance, 
the diagnosis is only gradually revealed by inquiries at 
other hospitals. Some have given so much trouble else- 
where they have been placed on hospital black-lists. 
Often the police are found to know the patient and can 
give many helpful details. Gradually the true history 
is pieced together and the patient’s own story is seen 
to be a matrix of fantasy and falsehood, in which 
fragments of complete truth are surprisingly imbedded. 
Just as the patient’s story is not wholly false, so neither 
are all the symptoms ; and it must be recognised that 





1. Raspe, R. E., et al. (1785) Singular Travels, Campaigns and 
Adventures of Baron Munchausen. London: Cresset Press. 
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these patients are often quite ill, although their illness 
is shrouded by duplicity and distortion. When the whole 
truth is known, past history sometimes reveals drug- 
addiction, mental-hospital treatment, or prison sentences, 
but these factors are not constant, and the past may 
consist solely in innumerable admissions to hospitals 
and evidence of pathological lying. Often a real organic 
lesion from the past has left some genuine physical 
signs which the patient uses (to quote Pooh Bah) “ to 
give artistic verisimilitude to an otherwise bald and 
unconvincing narrative.” 


SOME CHARACTERISTIC FEATURES 
Most cases resemble organic emergencies. Well-known 
varieties are: 


1, The acute abdominal type (laparotomophilia migrans), 
which is the most common. Some of these patients have 
been operated on so often that the development of 
genuine intestinal obstruction from adhesions may 
confuse the picture. 

. The hemorrhagic type, who specialise in bleeding from 
lungs or stomach, or other blood-loss. They are 
colloquially known as “ hemoptysis merchants” and 
““hematemesis merchants.” 

3. The neurological type, presenting with paroxysmal 

headache, loss of consciousness, or peculiar fits. 


bo 


The most remarkable feature of the syndrome is the 
apparent senselessness of it. Unlike the malingerer, 
who may gain a definite end, these patients often seem 
to gain nothing except the discomfiture of unnecessary 
investigations or operations. Their initial tolerance to 
the more brutish hospital measures is remarkable, yet 
they commonly discharge themselves after a few days 
with. operation wounds scarcely healed, or intrayenous 
drips-still running. . 

Another feature is their intense desire to deceive 
everybody as much as possible. Many of their falsehoods 
seem to have little point. They lie for the sake of lying 
They give false addresses, false names, and false occupa- 
tions merely from a love of falsehood. Their effrontery 
is sometimes formidable, and they may appear many 
times at the same hospital, hoping to meet a new doctor 
upon whom to practise their deception. 


POSSIBLE MOTIVES 
Sometimes the motive is never clearly ascertained, 
but there are indications that one of the following 
mechanisms may be involved : 

1. A desire to be the centre of interest and attention. 
They may be suffering in fact from the Walter Mitty 
syndrome,” but instead of playing the dramatic part of 
the surgeon, they submit to the equally dramatic rdéle 
of the patient. 


2. A grudge against doctors and hospitals, which is satisfied 
by frustrating or deceiving them. 

3. A desire for drugs. 

4. A desire to escape from the police. (These patients 


often swallow foreign bodies, interfere with their wounds, 
or manipulate their thermometers.) 

5. A desire to get free board and lodgings for the night, 
despite the risk of investigations and treatment, 


Supplementing these scanty motives, there probably 
exists some strange twist of personality. Perhaps most 
cases are hysterics, schizophrenics, masochists, or psycho- 
paths of some kind; but as a group they show such a 
constant pattern of behaviour that it is worth considering 
them together. 

ILLUSTRATIVE CASE-RECORDS 


Three cases of the abdominal type of Munchausen’s 
syndrome are described below; for they show clearly 
the typical features of the advanced form of the disease. 
Many other milder forms have been encountered, but it 
would be tedious if more were described. All the 


2. Thurber, J. The Secret Life of Walter Mitty. My World and 


Welcome to It. London, 1942. 
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names used in these case-histories have been altered, 
though most of the names were false to start with ; but 
doctors who have met any of the patients may find that 
the changed name gives a clue to the original one. 


I 

A man of 47, giving the name Thomas Beeches, was 
transferred to the Central Middlesex Mental Observation 
Ward on May 16 from Harrow Hospital. He had been 
admitted there on May 13 with suspected intestinal 
obstruction; laparotomy had shown nothing abnormal. 
After the operation he had accused the ward sister of 
tampering with his wallet while he was under the 
anzsthetic, he had become truculent and demanded 
his discharge, and because of his violence, and his 
foolhardiness in wanting to walk out with a day-old 
laparotomy, he was sent for mental observation. 

On examination he was rational and convincing. 
His abdomen was a mass of scars of various vintage. 
He explained that while in the Merchant Navy in 1942 
he had been torpedoed, suffering multiple abdominal 
injuries. He was then taken prisoner by the Japanese 
and kept in Singapore till 1945. Throughout this time 
he had multiple discharging fecal fistule. In 1945, 
after the liberation of Singapore, he had been taken to 
Freemantle where he had eleven operations in 7 months 
(to close the multiple fistulz), since when he had been 
continuously at sea till 4 days previously. 

The characteristic Munchausen flavour of this history 
led to further inquiries which revealed that only 8 days 
previously, while supposed to be at sea, he had been in 
St. James’ Hospital, Balham, complaining of acute 
abdominal pain; and that a year before that he had 
been in the same hospital and again behaved in the 
same way. It was further found that in 1943, when he 
should have been in Singapore, he had been admitted 
to the Central Middlesex Hospital complaining of 
‘bursting open of an old torpedo wound” with a dis- 
charging sinus in the right iliac fossa. He had then 
told such a bewildering series of different stories that 
he had been transferred to Shenley Hospital as a chronic 
delinquent psychopath, where he was observed for 
2 months and then discharged. At Shenley it was dis- 
covered that he had a long history of delinquency and 
had three past convictions for crime, as well as having 
been twice in West Park Mental Hospital. (He had 
escaped both times.) On this present occasion no 
certifiable abnormality could be found and he was 
discharged on May 19, 3 days after admission. No doubt 
he is still going from one hospital to another. 

A fortnight later, a surgical registrar, knowing my 
interest in Munchausen’s syndrome, produced the notes 
of a case he had encountered at the Norfolk and Norwich 
Hospital. It was interesting but not surprising to find 
that it was the same patient. The notes showed that a 
Thomas Beeches had been admitted on June’ 23, 1949, 
as a case of acute intestinal obstruction. He told a story 
of having been 33 years in the R.A.F. and of having 
been shot down over Mannheim in 1942, after which he 
needed ‘‘ eight abdominal operations and three short- 
circuits.”’ After treatment with morphine, intravenous 
drip, and gastric suction, he refused a laparatomy and 
discharged himself against advice on June 26. 


II 


A woman of 29, giving the name of Margaret Coke, 
was admitted on June 13, 1948, complaining of 3 days’ 
severe abdominal pain and vomiting. Her abdomen 
was a mass of scars. Though admitted from an Edgware 
address, she gave a home address in Houston, Texas, 
and said that all her previous operations had been 
done there, some of them by a ‘** horse doctor.”’ Clinically, 
she appeared to have subacute intestinal obstruction 
and was treated with morphine and a Miller-Abbot tube ; 
but she discharged herself on June 19 at her own request. 

Three weeks later, on July 3, a woman calling herself 
Elsie Silverborough was admitted to another ward at 
the Central Middlesex Hospital, having been found 
collapsed in the street by the police. She gave a home 
address in Lancashire. It was found she had discharged 
herself that day from Wembley Hospital, where she had 
been admitted on the previous day for suspected acute 
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intestinal obstruction. As before, she had been found 
by the police collapsed in the street. Elsie Silverborough 
told a story of having had all her.previous operations 
at the Manchester Royal Infirmary, but a surgical 
registrar recognised her as the Margaret Coke who had 
been operated on by the Texas horse doctor, and they 
were proved to be one and the same person. 

Inquiries at Manchester Royal Infirmary revealed no 
trace of either Margaret Coke or Elsie Silverborough having 
been there, but the day after the identities of these two 
persons had been merged, a surgical houseman recognised 
the patient as a certain Elsie Packoma whom he had 
encountered twice at the Royal Northern Hospital on 
Oct. 27, 1947, and Nov. 13, 1947. On both occasions 
she had arrived in casualty smelling of drink and com- 
plaining of retention of urine. On the first occasion she 
was catheterised and then refused all treatment, refused 
to sign the book or to be admitted, and said she was 
going to a hotel to call in her private doctor. On the 
second occasion, she was recognised by the casualty 
officer and made off before a doctor had seen her. 
Further inquiries at the Manchester Royal Infirmary 
revealed that an Elsie Packoma, with a scarred abdomen 
and a Manchester address, had been admitted as a case 
of intestinal obstruction on Nov. 15, 1947—-two days 
atter discharging herself from the Royal Northern Hos- 
pital. No operation had been performed. She had been 
treated with morphine, Ryle’s tube, and enemata, 
and discharged herself against advice 2 days after 
admission. 

The triad of Margaret Coke, Elsie Silverborough, and 
Elsie Packoma was discharged from the Central Middlesex 
Hospital on July 6, 1948, and nothing further has been 
heard of it. She told us before she went that she had 
lived in Piccadilly nearly all her life, working as a 
prostitute. 

Ill 


A woman of 41, giving the name Elsie De Coverley, 
was admitted to the Central Middlesex Hospital gon 
Feb. 7, 1950, having collapsed on a bus. She gave a 
history of 2 days’ melzena and 1 day’s severe abdominal 
pain with vomiting of dark blood. On examination she 
was apparently in severe pain. Her abdomen was a 
mass of scars and her veins showed marks of many 
‘** cutting down ”’ operations. Her heart showed a mitral 
presystolic murmur. She told us that in the last 5 years 
she had had two operations for perforation, one for 
gastro-enterostomy and one for intestinal obstruction, 
all done at the Royal Devon and Exeter Hospital, where 
she said she was due to return for a partial gastrectomy. 

At first she was diagnosed as a case of a bleeding 
ulcer with probably a small perforation, but despite 
her severe pain there was no abdominal rigidity and 
radiography showed no gas under the diaphragm. Her 
hemoglobin was 96% and her stools gave only a weakly 
positive benzidine test. A telephone message to the 
Royal Devon and Exeter Hospital revealed that she had 
only once been there in 1944 and had never had an 
abdominal operation there, but that many other hos- 
pitals had made inquiries about her. The patient 
continued to complain of severe abdominal pain, and a 
barium meal and gastroscopy had been arranged when 
she discharged herself against advice on Feb. 15, saying 
that nobody really thought she had pain. 

Since that time an attempt has been made to find 
out about her past, and here the Royal Devon and 
Exeter Hospital have been most helpful, because they 
have been able to trace much of her progress round the 
country by noting the hospitals that asked after her. 
More inquiries at these hospitals have each disclosed 
more admissions at other hospitals, and the complexity 
of the patient’s wanderings grew in the manner of a 
snowball. I had not the time or the patience to pursue 
the meanderings completely and the fact that she was 
found to use nine different names made the project 
more formidable. The following list of some of her 


activities is probably incomplete : 

In February, 1944, she was admitted to the Royal Devon 
and Exeter Hospital as Elsie De Coverley from Exeter 
Prison, with epistaxis. 

On April 9, 1947, she was admitted to the Croydon General 
Hospital as Miss Joan Morris, a shorthand typist, giving 
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a ym history of dyspepsia and hematemesis. While being 
treated with rest and diet she discharged herself 2 days later. 

From Oct. 31 till Nov. 16, 1947, she was in the Royal Sussex 
Hospital, giving the name Joan Summer, and suspected of 
having a bleeding leaking ulcer ; but at operation the findings 
were subacute obstruction from adhesions and scarred 
duodenal ulcer. Gastrojejunostomy was performed. She 
discharged herself on Nov. 16 against advice, still complaining 
of severe abdominal pain. 

On Dec. 10, 1947, she was admitted to the Croydon General 
Hospital with acute abdominal pain, ‘* doubled up in agony,” 
as Mrs. Elsie Layton, a district nurse. She said she was 
awaiting a partial gastrectomy in Birmingham Hospital. 
Efforts made to contact her relatives showed that the names 
and addresses were all false and the patient discharged 
herself on Dec. 12. She was admitted to Redhill County 
Hospital a few days after leaving Croydon. She again gave 
a similar story and discharged herself within a few days. 

From Jan. 29 to March 29, 1948, she was in Paddington 
Hospital, again as Joan Summer, and a laparotomy for 
bleeding duodenal ulcer was performed ; later she complained 
of severe anginal pain and discharged herself after giving 
much trouble in the ward. 

In March, 1948, she was in the West London Hospital as 
Joan Lark with alleged pain and bleeding, and discharged 
herself. 

From April 6 to 9, 1948, she was in Fulham Hospital as 
Joan Summer giving a history of having all her previous 
operations in York (inquiries at York failed to trace her), 
and again presenting with alleged abdominal pain and 
hematemesis. On April 9 she was recognised by a surgeon 
as Joan Lark of the West London and discharged herself 
that day. 

On July 10, 1948, she was admitted to Guy’s Hospital as 
Joan Malkin, but later said this was an assumed name and 
gave the name Joan De Coverley, and said all her previous 
operations had been done at Edinburgh (Edinburgh denied 
knowing her). At Guy’s she was suspected of having a 
perforated ulcer, but a laparotomy on July 10 showed 
nothing abnormal except a mass of adhesions, and she dis- 
charged herself on July 13, only 3 days after the operation, 
and never returned to have her stitches out. 

On Jan. 6, 1950, she was admitted to the Royal Free 
Hospital as Elsie De Coverley, with the usual story. She 
complained of continuous pain and discharged herself on 
Jan. 11, saying her sister had just died. (At many hospitals 
she has given a story of a dying sister.) 

On Jan. 18 she was admitted to St. Mary Abbots Hospital 
still as Elsie De Coverley, having collapsed in Kensington 
High Street with alleged pain and vomiting of blood.~ On 
Jan. 20, when told she was not going to have an operation, 
she pulled out her stomach tube and demanded her immediate 
discharge. 

Later the same day, she was admitted to University College 
Hospital, and she had a laparotomy on Jan. 25 for suspected 
perforation. Nothing was found except adhesions. The 
usual self-discharge followed on Jan. 30. 

The same day she was admitted to St. Bartholomew’s 
Hospital and discharged herself on Feb. 2. 

From Feb. 7 till 15 she was in the Central Middlesex 
Hospital—see the description at the beginning of this story. 

Since leaving us she has remained active, because on 
March 7 she arrived at the Elizabeth Garrett Anderson 
Hospital as Jean Hops and was transferred via the Emergency 
Bed Service to the Royal Free Hospital. The transfer was 
unfortunate for her because she was recognised by the ward 
sister and registrar at the Royal Free, where she had been 
under another name in January this year, and she discharged 
herself immediately. 

On March 27 she was admitted to Middlesex Hospital as 
Elsie De Coverley, with the usual story of pain and hema- 
temesis, where she remained for three days. She discharged 
herself when she learnt that inquiries were being made about 
her at the Royal Devon and Exeter Hospital. 

On April 12 she was admitted to the Croydon General, 
saying she was awaiting a partial gastrectomy at the Royal 
Devon and Exeter Hospital, and giving a history of severe 
abdominal pain and bleeding. The Croydon General rang 
the Royal Devon and Exeter Hospital and while the telephone 
conversation was being conducted she got out of bed, dressed, 
and made off. 

On April 17 she turned up in Hackney Hospital as Elsie 
Shackleton, and that is the last that has been heard of her. 


COST OF HOSPITALS [FEB. 10, 1951 341 


Probably she is now careful to avoid mentioning the Royal 
Devon and Exeter Hospital, who have repeatedly exposed 
her in the past, and, with new names and a slightly different 
story, is continuing to deceive the few remaining hospitals 
which she has not yet visited. 

It seemed worth publishing this rather tedious itinerary 
in full to show the lengths to which a case of Munchausen’s 
syndrome can develop, and also because it may be a help 
to surgeons and physicians who are confronted by her 
case in the future. 

CONCLUSION 


The syndrome of Baron von Munchausen has been 
described and three typical cases reported. 

These patients waste an enormous amount of time and 
trouble in hospitals. If any correspondence follows this 
account, exposing other cases, perhaps some good will 
have been done. It would be even better if an explanation 
for the condition could be found, which might lead to 
a cure of the psychological kink which produces the 
disease. 

I wish to thank the many doctors and records officers 
who —— information about these cases, particularly 


Mr. K. P. 8S. Caldwell who traced most of the ‘migrations of 
case 3. 


COST OF HOSPITALS 
Some Facts from Scotland 


THE Department of Health in Edinburgh has been 
working away industriously at hospital ‘‘ cost ’’ statistics. 
The obligation to make good use of the material now 
coming to hand in respect of the six Scottish regions 
for 1949-50 is clearly felt strongly. The department 
deserves a good mark—not yet earned by the Ministry 
of Health in London, or by any of the regions in England 
and Wales—for coming forward and offering its efforts 
for publication and criticism. 

Much of this material is of considerable interest. 
It is based on the first full year’s figures available— 
i.e., 1949-50, when the total bill for Scotland, including 
specialist services, was £21,933,000. A total showing 
the relative importance of the several elements in the 
hospital cost proper, which amounted to £17,691,000, 
shows the following picture : 

% of total 


Patients’ food ae -* ea 9-8 
Patients’ clothing and laundry re ‘ = 3-1 
Drugs, dressings, surgical appliance: a, Sic... i 6-1 

1. Costs ATTRIBUTABLE TO PATIENTS. . 2% 19-0 
Maintenance of buildings and grounds .. . 2-7 
Domestic repairs and replacements °F ag" 6-0 
Fuel, light, and power a o2 Se ad 8-2 

2. Costs ATTRIBUTABLE TO BUILDINGS y 16-9 


3. MISCELLANEOUS—administration, transport, 
travelling, amenities, trading services, 
rent, and rates, &c. als Ae tas 4-9 


Staff food, laundry, and uniforms . 4-5 
Salaries and wages—junior medic al ste uff 2-3 
nursing staff 28-8 
administrative staff. 4-3 
other staff m 19-3 
4. Costs ATTRIBUTABLE TO STAFF a 4 59-2 
Total a x 100-0 


Commenting on these figures the Secretary of State 
has pointed out that it is thus clear that most of the 
money is going on staff salaries and upkeep and that 
control over staff establishment is therefore of decisive 
importance as a means of ensuring economy. Expendi- 
ture, however, on the salaries of those who are solely 
concerned with administrative and clerical work of the 
hospitals represents only some 21/,%. ‘In the light 
of these figures,’ he said, ‘‘it does seem to me to be 
sheer nonsense to talk wildly of saving millions on the 
Health Services by slashing administrative waste in the 
hospitals.”’ 
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Another total shows the costs of hospital beds per 
day category by category. The department uses for 
this purpose a ‘‘ composite”’’ cost of its own devising, 
built up in an effort to strike a useful compromise between 
the cost per occupied bed and cost per bed calculated 
on the complement irrespective of occupancy. This 
method no doubt has merit, but it is perhaps a pity to 
use it without showing also a straight cost per occupied 
bed, which, despite its well-known defects, has been 
widely adopted in hospitals in Great Britain. 


Composite rate 

ee 4 

General hospitals— 
1—50 beds 


; +s — ne 21 11* 
51—300 beds .. —_ wa we 235 6«S 
301—900 beds 28 8 
All general hospitals 25 7 
Infectious diseases hospitals : 22 9 
Maternity hospitals pis oe o By 37 «8 
Tuberculosis sanatoria ne 20 0 
Convalescent hospitals and homes 5a v 15 4 
Mental hospitals = * % af 11 6 
Mental-deficiency institutions .. =P is 10 4 
All hospitals 18 4 


* To the nearest 1d. 


The department offers this table as a yardstick against 
which the regional boards would be wise to check the 
costs of individual hospitals ; and by way of emphasising 
this examples are given of groups of presumably com- 
parable hospitals showing wide variations from the 
average cost; for example, mental hospitals are 
compared. 


‘“* Most of them are fairly large, their functions are similar 
and their rates of occupancy are uniformly high. There are 
a few wholly exceptional ones but these are all omitted from 
the comparisons below. The composite occupied bed-day 
rate for all menta] hospitals in Scotland is lls. 6d. The 
highest figure for any single hospital is 16s. 9}d.; the lowest 
is 7s. 54d. If the national mean is taken as 100, there are 
two hospitals under 70 and five more under 80; there are, 
also, three over 130. These variations make a big difference 
in the annual expenditure. The rate of 16s. 94d. for the 
hospital in question represents an annual expenditure of 
£31,140 more than the average rate of 11s. 6d. would produce ; 
the rate of 7s. 54d. represents an annual expenditure of 
£32,374 less. It is hard to believe that these wide variations 
can be accounted for except by substantial differences in 
standards of accommodation and of care and treatment and 
the abnormally low costs must be a matter for serious 
concern as well as the abnormally high.” 


The regions are urged to look into these matters ; 
but here the department has to confess its bankruptcy. 
In the absence of a system of departmental analysis 
it cannot offer any further help at the point at which 
it is really needed. The Secretary of State did say 
that it is proposed ‘‘to tackle also the comparative 
analysis of expenditure in various fields’’ and to look 
first at things like food costs, fuel, light and power ; 
and that another possibility would be to compare two 
X-ray departments one with another. But is this 
going far enough? The urgency and the fundamental 
importance of a proper system of departmental 
analysis of expenditure does not seem to have been 
grasped. Tables similar in principle to those now 
offered by the department were available for the former 
voluntary hospitals in London through the King’s 
Fund’s statistical summary for the last fifty years ; 
it is primarily the fact that such tables, though most 
useful, are no more than an unsatisfactory half-way house 
that has led the Minister of Health to set on foot the 
important investigation into hospital costing now being 
undertaken by King Edward’s Hospital Fund for London 
and the Nuffield Provincial Hospitals Trust. 
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But the Department of Health has also branched out 
in another direction. It has prepared data comparing 
one region with another under a variety of headings, and 
has ventured to set down data comparing beds to 
populations. Ever since serious quantitative discussion 
of hospital affairs began in the ’30s, assuming the possi- 
bility of a comprehensive service, it has been evident 
that what is really a new science of hospital provision 
was about to dawn upon us. Here now at last is the 
first serious set of figures based on a whole year and 
comparing sizable areas one with another. It has 
always been suspected that the figures when produced 
would show substantial variations from the norm, and 
so they do: 


E B | 
£ 3 | 2 = 
o 2 = u ~ 
P| a | 8 a2} 3 | 
* & 53 3 : S | Scotland 
° a a — <a 
Zz a = = = 
Z | op 
Beds per 100,000 of | | 
population -.| 99 85 (428 89 (103 100 1240 
Ratio of nurses to 
staffed beds ..| 84 112 95 106 98 100 = 0-320 
Ratio of nurses to 
staffed beds ex- 
cluding mental 
hospitals and 
institutions 83 (114 98 (107 95 100 = 0-420 


Ratio of other staff 
to staffed 
(excluding 


beds 
doc- 


tors and nurses) ..| 81 83 112 (105 {100 100 = 0-42 
Ratio of specialists 
to staffed beds ..100 (106 84 (113 | 98 100 = 16-2 per 
1000 
Ratio of specialists 
to population .. 107 97 114 99 99 100 = 1-8 per 
| | | 10,000 
Annual specialist 
costs per staffed 
bed kk .-| 92-3; 99-7) 72-9|122-9| 97-7| 100 = £47 128. 
Annual specialist 
costs per head of 
population .., 93-8) 89-8 100-8 106-3; 98-4) 100 = 10s. 8d. 


Compositein patient 


day-rate .. .-| 99-5| 95-9| 97-3) 99-6|101-4! 100 = 188. 4d. 


On this head the department is certainly to be con- 
gratulated, not so much for its achievement as for setting 
sail on an uncharted sea. Who is going to be the first 
to devise the really instructive way of handling data 
such as these? Who is going to be able to say that 
there, and there, and there, are hospitals that work 
twice as effectively or twice as cheaply as the others ? The 
Department of Health think that ‘“‘ unless there are 
special circumstances to the contrary in any particular 
Region it should be the first object of policy to encourage 
developments in those particular fields in which the 
Region is least favourably placed.’’ But is this the 
right way to look at it? May the signs not be read to 
mean that these are precisely the fields in which success 
has been achieved or where perhaps preventive factors 
in their widest sense are most effectively deployed ? 
It would be a pity if such useful tables were to be read 
in the light of the assumption that progress is synonymous 
with increasing hospital services. May we hope that in 
each Scottish region at least one medical officer of health 
will fasten upon the data and try to see that they are 
read the right way up and not the wrong way down. 


“ 


. . . The influence of mind on body was recognised long 
before anyone began to talk of psychosomatic medicine and 
no doubt there were many family doctors in the nineteenth 
century who were just as good at treating nervous dyspepsia 
as anyone is nowadays with Freud or Jung behind them. 
You may remember the heroine of Jane Austen’s youthful 
burlesque who said: ‘ Beware of swoons, dear Laura. A 
frenzy fit is not one quarter so pernicious. It is an exercise 


to the body and if not too violent is I dare say conducive 
to health and its consequences.’ ’’—Prof, E. D. ADRIAN, 0.M., 
P.R.S., Conquest, 1951, 38, 2. 
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Modidice sid the Law 





Secrecy of Service Medical Reports 

EXECUTIVE councils have lately been assured that the 
Admiralty, War Office, and Air Ministry will continue 
to make available the medical reports of persons dis- 
charged on medical grounds from the Forces. But, it is 
stated in E.C.N.68, the reports are supplied to practi- 
tioners in confidence for the sole purpose of helping them 
in their treatment of the patieat, and must therefore not 
be disclosed either to the patient or to any other party. 
If, continues E.C.N.68, a subpoena is served on the prac- 
titioner to produce a Service medical record in court, 
the practitioner should not return the report to the 
Service department, but should at once tell the depart- 
ment sod that the responsible Minister can have an 
opportunity of giving him a certificate claiming ‘‘ Crown 
privilege ’’ for it and directing him not to produce it. 

A year ago we recorded! a refusal by the War Office 
to allow a coroner’s court to have evidence of an Army 
doctor’s previous medical examination of a soldier who 
dropped dead during a course at the Guards’ depot at 
Caterham. The coroner adjourned the inquest in the 
hope that the Army doctor would attend to give 
the evidence, but the War Office claimed privilege on the 
grounds of public interest. 

‘“Crown privilege,’’ said Lord Simon in Duncan v. 
Cammell Laird and Co. (1942), the leading case on the 
subject, “‘ is an unhappy expression.’’ Privilege, in rela- 
tion to ‘‘ discovery’”’ (i.e., the litigant’s obligation to 
disclose facts and documents which might tend to 
establish his opponent’s case) is for the protection of the 
litigant and may be waived by him, but the rule that the 
national interest must not be jeopardised by producing 
documents which would injure the State is a principle 
quite unconnected with the interests or claims of the 
particular litigant. Where the document contains 
information about a patient, there is clearly a sharp 
distinction between the Crown’s ‘‘ privilege’’ and the 
patient’s. 

The Cammell Laird litigation arose out of the sinking of the 
submarine Thetis during her submergence trials in June, 
1939, when 99 men lost their lives. In a test case against 
the company the Crown claimed privilege in respect of several 
documents, including the contract for the hull and machinery, 
the plans and specifications, the report of the submarine’s 
condition when raised, and a foreman painter's note-book. 
The First Lord of the Admiralty testified in an affidavit that 
production of these documents would be injurious to the 
public interest. In effect the House of Lords refused to 
interfere, and the significance of Lord Simon’s opinion is that 
he prescribes the considerations which a responsible Minister 
must have in mind when making such objections to disclosure. 


It would not be a good ground, he said, to contend that, if 


the documents were produced, the consequences might 
involve the department or the Government in parliamentary 
discussion or public criticism, or might necessitate the 
attendance as witnesses or otherwise of officials who have 
pressing duties elsewhere. The Minister must not refuse 
disclosure on the ground that it might tend to expose a want 
of efficiency in the department or to lay the department open 
to claims for compensation. It was not enough that the 
department should want non-disclosure. There must be some 
such ground as that disclosure would be injurious to national 
defence or to good diplomatic relations, or that the practice 
of keeping a class of documents secret was necessary for the 
proper functioning of the public service. 

If a discharged soldier’s medical history sheets are kept 
secret even from himself, the War Office presumably 
justifies the secrecy as ‘‘ necessary ’’ in that sense. 

Before the Crown Proceedings Act of 1947 came into 
operation, the Crown, when a party to a suit, could never 
be ordered by a court to make discovery of documents ; 
the Act now allows such orders to be made. In confirma- 
tion, however, of the decision in the Cammell Laird case 








1. Lancet, 1950, i, 186, 273. 
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the Act allows the responsible Minister still to withhold 
a document on the ground that disclosure would be 
injurious to the public interest. The Act contemplates 
(and the rules of court made thereunder allow) that the 
Minister may even conceal the existence of a document 
if disclosure would be thus injurious. 

There seems a wide difference of degree between non- 
disclosure of a new submarine’s secret plans and that of a 
soldier’s medical record where his own interest may be at 
stake. The Ministry of Health seems to expect that some 
discharged men will not consent that their Service 
medical history be disclosed to their doctor in civil life. 
The doctor will have to apply to the executive council 
on form £.C.53, which provides for the patient’s consent 
to disclosure. It is a complicated procedure, and the 
councils may have plenty of documents to file. If the 
only privilege in the case were the professional privilege 
between doctor and patient, the profession would know 
how to deal with it. 





Parliament 
Kingston Victoria Hospital 

In the House of Commons on Jan. 30 Mr. C. W. BLack 
raised once more the position of the Kingston and 
Malden Victoria Hospital. A new situation had arisen, 
he said, since the beginning of November, when notice 
had been given to the hospital authorities that no more 
patients were to be received. That order was not com- 
plied with by the doctors or the hospital authorities. 
Whatever the legal niceties of the position might be, 
the action of the doctors and the hospital staffs had been 
condoned by the regional hospital board, which had 
continued to pay the salaries and the running*expenses 
cohnected with the hospital. The proposal that this 
much-esteemed local hospital should lose its independence 
had been strongly criticised by local and medical opinion. 
After outlining the course of the dispute, Mr. Black said 
he did not ask the Minister at this juncture to override 
the decision of the regional hospital board, but to set 
up an independent and impartial inquiry. 

Sir IAN FRASER said this situation was parallel to that 
of the Victoria Hospital, Morecambe, and there were 
about 20 or 30 other towns in the same position. He 
asked the Minister not to confine his answer to the local 
issue but to deal with the wider issues involved. Mr. Frep 
MEsSER declared that if the Minister conceded what had 
been asked he would have trouble from one end of the 
country to the other. The regional hospital boards had 
been set up to plan the health service. What did not 
strike Mr. Black and those local’ people who opposed 
these proposals was that. planning would result in an 
addition to the available beds. Mr. Messer asked the 
Minister to let the regional boards get on with their job. 

Mr. H. A. MARQUAND, the new Minister of Health, 
said that he assumed that they were all in favour of a 
health service and of a regional organisation for that 
purpose. Reorganisation was bound to affect some of 
the smaller hospitals which covered the wider range of 
specialties and yet had few beds and perhaps lacked other 
facilities. In every one of these schemes such hospitals 
had to give up some of these specialties and become a 
unit for one specialty only in order that one adequate 
unit might be available in every committee group. That 
was the essence of the planning of the regional hospital 
boards, and consequently the functions of this particular 
hospital had to be changed for the better service of the 
public. There was no question of animus on the part 
of the regional board or the Ministry of Health against 
a general-practitioner hospital as such. 

It had been found, he continued, that in the Kingston 
area there was an outstanding need for a first-class 
gynzcological unit. He was told that there were nearly 
300 women on the waiting-list which could not be cut 
down until the scattered gynecological facilities were 
centralised and improved. He was sure that the regional 
board had considered this matter carefully and he did not 
see why he should reject their opinion that the scheme 
could not be worked without using the exceptional 

1. See Lancet, 1950, ii, 527, 832. 
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facilities of the Kingston Victoria Hospital to create 
there this gynecological unit. That was the place 
chosen because it was close to the specialised skill and 
equipment possessed by the Kingston Hospital. 

It was unfortunate that the plan meant that some 
patients would no longer be able to use this hospital, 
but there was no doubt that its facilities and 44 beds 
would be better used for the proposed purpose than in 
an attempt to deal in such a small compass with all 
aspects of medical and research work. Proper safeguards 
for the general practitioners using the hospital at present 
were preserved under this scheme ; they were not to be 
cut off from hospital work altogether and the Surbiton 
Annexe could, he believed, be made a satisfactory 


building, and he asked the general practitioners of 


Kingston for their co6peration. The gains, Mr. Marquand 
pointed out, would be substantial. Among the six or 
seven hospitals in the Kingston area there would be 
226 beds under the new scheme, as against 203 at present, 
102 maternity beds as against 81, and 41 gynecological 
beds as against 37. Apart from these increases in beds 
there would be an increase in facilities. There had already 
been ample inquiry into this matter. All the facts were 
known, and action had to be taken on the basis of those 
facts. If, however, members would like to bring a depu- 
tation to him and allow him to explain the scheme in 
greater fullness he would gladly do that. But he was 
not prepared to hold up the work on the annexe. 


Cleanliness in Handling Food 


In the House of Commons on Feb. 2, Dr. A. D. D. 
BROUGHTON moved that action should be taken by the 
Government to encourage cleanliness in the preparation 
and serving of food in retail shops and catering establish- 
ments. One of the first essentials, he believed, was 
clean hands when dealing with food, but there were 
still food shops with no adequate washing facilities. 
Food-poisoning was increasing; before the war there 
were 50 outbreaks a year; now there were nearly 1000, 
most of which had been traced to food eaten or prepared 
outside the home. Communal feeding was increasing 
and the population were eating more and more made-up 
foods. He urged the Government to introduce a Bill 
requiring catering establishments to register with their 
local authority ; to encourage local authorities to adopt 
a standard code of practice for catering establishments ; 
and to encourage education in hygiene. 

Dr. BARNETT Stross held the figure of 1100 persons 
stated in the report of the Medical Research Council 
to have been affected by food-poisoning in 1949 to be 
an underestimate. At a guess he thought the number of 
cases in an average year might be as high as 50,000, 
with a consequent loss of 100,000—-500,000 working 
days. Among the 1100 cases in 1949, there were 58 
deaths. The Medical Research Council had analysed 
339 outbreaks or instances of food-poisoning in 1949 ; and 
of these, 222 attacks, or 65%, were traced to meat 
dishes, and 195 of these were due to made-up meat 
dishes. Fish caused 46 outbreaks, or 14%; 30 out- 
breaks were due to duck eggs, and 5 outbreaks were 
traced to milk. In school canteens there were 68 out- 
breaks, in works canteens 32, in restaurants and hotels 
35, in hospitals and institutions 44. Workers with 
discharging wounds or diarrhoea must not be allowed to 
handle food and must be compensated for loss of earnings. 
He believed the fullest medical supervision of workers 
to be impossible, and anything less was useless. But 
premises could and should be inspected. 

Mr. SOMERVILLE HASTINGS was sure that some of the 
epidemics of food-poisoning associated with minced meat 
and sausages occurred not because anything was wrong 
with the food but because the mincing machines had been 
imperfectly washed. Washing up in public restaurants 
and bars was often imperfect and was a real danger. 
Diarrhoea, ulcerated gums, and influenza, had been 
traced to that source. 
utensils were put into water at nearly boiling-point for 
about 30 to 60 seconds, there was little additional 
danger from cracked crockery. Mr. Hastings held that 
authorities should have power to inspect dish-washing 
as well as the preparation of food. There should be two 


washing-up bowls, and dishes should be dried by air, 
as towels used for wiping were a great source of danger. 


PARLIAMENT 


Recent work suggested that if 





[FEB. 10, 1951 


Dr. CHARLES HILL pointed out that it was food that 
had been left about, usually milk products and made- 
up dishes, which was most dangerous. The value of 
refrigeration should not be exaggerated : the refrigerator 
suspended the activities of the germs, but when the food 
was withdrawn into a warmer temperature the energy 
of the germs returned unabated. For the most part the 
agency of contamination was flies or fingers. The public 
had to realise that disease carried in the bowel, in the 
nose or throat, and on the infected skin could be imparted 
to foodstuffs and lead to disease in hundreds of people. 
The problem was a restricted one. There was no need 
to put people off their victuals by generalised scare talk. 
The problem arose for the most part from careless or 
ignorant conduct on the part of food handlers. Prevention 
could only take place by convincing people of the dangers 
and that personal conduct would solve the problem. 
Today. Dr. Hill said, it was much easier to engage in such 
propaganda with candour and frankness than it was some 
years ago. 

Mr. F. T. WILLEY, parliamentary secretary to the 
Ministry of Food. agreed that the annual report of the 
Ministry of Health showed that the number of food- 
poisoning outbreaks had increased from 422 in 1945 to 
964 in 1948, and the number of individual cases of food- 
poisoning from 6063 in 1949 to a provisional figure of 
7480 in 1950. The increase might be partly due to 
improved diagnosis, but that did not relieve us of 
responsibility, for if we are more aware of the dangers 
of food-poisoning, so much greater is the burden upon 
us to prevent it. On the other hand, there were over 
a quarter million catering establishments serving a 
large number of meals every day. Against this back- 
ground the risk of food-poisoning is infinitesimal. Model 
by-laws had been adopted by 1100 local authorities, and 
there were many powers for local authorities to use. 
On the question of registration of catering establish- 
ments, Mr. Willey said there was a difference of opinion 
among the catering trade working party in the light of their 
recent report, and it was also too early to give an undertak- 
ing to enforce a code of practice on the catering industry. 
It was essential that they should carry the industry 
with them. Health departments were giving all the 
help they could and the Ministry of Food was doing 
everything possible to encourage educational activity 
in food hygiene. Until practices which spread food 
infection were widely known, he thought it would be 
difficult to make further regulations or legislative changes 
effective. 

The motion was agreed to. 


Penicillin (Merchant Ships) Bill 


In the House of Commons on Jan. 29 this Bill, which 
has already passed through the House of Lords, was 
reported without amendment and read the third time 
and passed. 

QUESTION TIME 
Treatment of Tuberculosis 

Mr. Joun RopcGeErs asked the Minister of Health if he would 
inform all local authorities of the facilities available in the 
country for the rehabilitation of men and women suffering 
from tuberculosis, and the desirability of using these facilities 
to their full capacity.—Mr. MArQuAND replied : The attention 
of local health authorities has been drawn, most recently 
in July last, to the means available for this purpose, and I 
am sure they will share my view that they should assist in 
using these means to the full. Mr. Ropecrrs: Is the Minister 
aware that the British Legion village of Preston Hall in Kent 
today has 50 vacancies for ambulant ex-Servicemen, and 
will he again impress upon the local authorities their moral 
obligations in this matter ?—Mr. MarquanpD: I am sure that 
this exchange of question and answer will draw attention to 
the existence of these facilities. 

Tuberculosis Beds 

In answer to a question Mr. MARQUAND stated comparable 
figures are not available for these, but that at Dec. 31, 1949, 
28,430 beds for tuberculous patients were in commission 
(including about 1250 beds used in hospitals outside the 
health service). Im England and Wales at present the 
waiting-list, as provisionally ascertained, was approximately 
10,400, about 600 fewer than a year ago. This was the first 
decrease recorded since the war. 
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In answer to further questions Mr. Marquand said that the 
possibility of using. the available beds in Switzerland was 
being considered. He had had two officials in Switzerland 
looking into the matter, and for technical reasons it had been 
decided to send at once a senior medical officer to amplify 
the report already rendered. Discussions were going on with 
the Chancellor of the Exchequer. Mr. Marquand added 
that he had no power to make grants to tuberculous patients 
who tried to find accommodation for treatment in Switzerland 
at their own expense. 


Certified Lunatics. and the Franchise 

Colonel LEONARD RopneR asked the Minister on what 
grounds he had decided to extend the franchise to certified 
lunatics.—Mr. MArQuanpD replied: The franchise has not 
been extended. The law is, and has been for many years, 
that, apart from idiots, a person suffering from any form of 
mental disability, if on the electoral register, is entitled to 
vote if he presents himself at the appropriate polling-station 
and safisfies the presiding officer as to his capacity to do so. 


Benefactors of Voluntary Hospitals 

Sir JouN Mewior asked the Minister if he would identify 
the powers by which he had instructed benefactors under 
covenant of voluntary hospitals to pay instalments to him ; 
and if he would refrain from ‘enforcing such claims in the 
courts.—Mr. MARQUAND replied: The powers are contained 
in section 7 of the National Health Service Act, 1946. I 
am advised that a person who executed a deed of covenant 
has himself no power to cancel it ; and I hope therefore that 
action in the courts to enforce compliance will not become 
necessary. 

Hospital Consultants 

In answer to a question, Mr. MArRQuanD, the Minister 
of Health, stated that at Dec. 31, 1949, 1309 full-time con- 
sultants were in contract with the regional hospital -boards. 
The numbers were highest in the four Metropolitan boards 
(161-185) and lowest in Oxford (21), Liverpool (39), and 
Leeds (40). 

Number of General Practitioners 

In reply to a question Mr. MarquanD stated that the 
number of general practitioners on the medical list in the 
National Health Service in England and Wales on July 1, 
1950, was 18,710. 


Immunisation and Limb Paralysis 

Mr. S. P. Viant asked the Minister whether any record 
existed of the number of cases of paralysis developing in the 
inoculated limb, one, two, or three months after immunisation. 
—Mr. MarquanpD replied: Details are available for 1950. 
In that year 46 cases of paralysis developing in the inoculated 
limb after immunisation were reported. Of these 35 occurred 
within one month, 10 in the second month, and | in the third 
month after immunisation. 


School Dental Service 

Mr. GrorGr TOMLINSON, Minister of Education, informed 
Mr. Joun Barrp that the number of dental officers in the 
school dental service at the end of 1950 was equivalent to 
717 full-time officers. 

Cancer Research 

Mr. GrorGe Tuomas asked the Lord President of the 
Council whether he was now able to arrange for an increased 
grant for research into the causes and cure of cancer.— 
Mr. Hersert Morrison replied: Substantial sums are 
already allocated by the Medical Research Council to research 
on this important subject and further provision is made by 
bodies such as the British Empire Cancer Campaign and the 
Imperial Cancer Research Fund. I am unable to recommend 
any further grant at this time, but a constant watch will be 
maintained for any new and promising lines of inquiry for 
which present resources may be inadequate. 

Replying to further questions Mr. Morrison said the expen- 
diture of the Medical Research Council for the current financial 
year on the cause and cure of cancer is estimated at £157,400. 
Further expenditure was expected to be incurred during the 
coming financial year. In so far as promising lines of research 
opened themselves the Government would be ready to spend 
money, but the spending of money in advance of research 
would be silly. 

Mr. SomervitLteE Hastines: Has there been any demand 
from responsible members of the Medica] Research Council 
for more money to be. spent on cancer research ?—Mr. 


Morrison : I think not. Sir. 


IN ENGLAND NOW 
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In England Now 


L nning Commentary by eripatetic Correspondents 
{1 Running ¢ tary by Peripatetic C lent 


THESE economist chaps seem agreed that, if we are 
to maintain our present fancy standard of living, we 
must increase productivity. Unless my educativity 
has been sadly neglected, productivity doesn’t mean 
much more than production or output, and I suppose 
the only way you can increase your output is by putting 
more time to it. None of us, of course, works as hard 
as he thinks he does, but I have been musing on the 
case of my friend, patient, and fellow-worker, Fred, 
who drives the lorry for the Council. Fred works a 
44-hour week and has a fortnight’s annual holiday 
with pay. His health is generally good but he’s apt 
to get flu in the winter and a go of lumbago in 
the summer. That means another 4 weeks off sick ; 
and he rightly gets public holidays, Christmas Day, 
and so forth—call it another week. Now, if my 
arithmetic is right, Fred works 44 hours a week for 
45 weeks in the year. In other words, out of every 365 
days of his life he works rather less than 87. My deduc- 
tivity is that he is not achieving maximum productivity. 

7” * * 


‘Mad Lou,” as she was called locally, was brought 
to our Observation Unit by the Police and the Duly 
Authorised Officer, together with Exhibit A—the coal- 
hammer with which she had threatened her neighbours, 
whom she imagined to be making abusive remarks about 
her. Since she weighed twenty stone and was muscular 
in proportion it was easy to understand the consternation 
she had created. She.seemed fairly happy with us, apart 
from periodic outbursts due to similar hallucinations; 
but, Sister, finding her in tears some days later, discovered 
that she was grieving for Peter, who turned out to*be not 
a long-lost son but a large ginger-and-white cat, aban- 
doned in Lou’s unceremonious departure from home. 
We made inquiries and found that Peter had been 
handed over by the Police to the R.S.P.C.A.; but Lou 
had neither family nor friends, and none of the neigh- 
bours would adopt her cat, so it seemed that he 
would have to be destroyed when his mistress, in a 
few days’ time, was removed to a mental hospital under 
certificate. 

The pD.A.o., Sister, and I asked all the hospitals in 
our catchment area, and finally I struck a particularly 
humane medical superintendent and secured a double 
vacancy. Lou’s delight on hearing that she was to have 
Peter with her was touching to behold; but when the 
day came for her transfer to hospital, the ambulance 
was getting ready outside, and there was still no sign 
of Peter, she reverted to tearful suspicion, evidently 
believing she was being lured to her doom by false 
promises. Fortunately, the R.S.P.C.A. man arrived 
at the gallop, in the nick of time, with the bewildered 
Peter in a basket. He had gone by mistake to another 
hospital nearby, where his breathless inquiries for an 
ambulance waiting for a cat had led to his being hastily 
re-directed to us—we felt he was lucky not to have been 
sent under escort. 

Lou, with Peter in his basket, and one of our sisters, 
were bundled into the ambulance, the Cockney driver 
remarking drily that he hoped his insurance covered 
cat-bites, and off they went. On the journey, Peter 
miaowed so piteously that Sister let him spring out of 
his basket into Lou’s arms, where he settled down 
peacefully. When they reached the hospital Lou still 
thought the whole thing was a trap, and my friend the 
superintendent had to come to the ambulance and 
reassure her personally that Peter would not be taken 
away from her. The last thing Sister saw of them was 
Lou lying on a bed in the admission ward clasping the 
purring Peter to her ample bosom. 


Tail-piece.—On phoning a few days later, | was told 
that Lou is settling in happily and that Peter has become 
the pet’ of the ward. Lou much prefers her new quarters 
—‘‘ It’s not like that Other Place,’’ she remarks with 
a sniff; ‘‘ they wouldn’t let me ’ave Peter with me 
there.’ Just as I am digesting this news, Sister enters 
the clinical room and tells me that Mrs. X, an extremely 
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paranoid patient, is now asking why she can’t take her 
three dogs when she goes to hospital tomorrow. 


» * * 


An interesting panorama of the contemporary French 
school of art has been assembled at the Royal Academy 
(L’Ecole de Paris, 1900-50) and will be on exhibition 
until March 7. There are 162 pictures on view, about a 
third of them abstract. The five by Matisse illustrate 
clearly his characteristic drawing, with its intentional 
distortion, and his love of clear sweeps of bright colour. 
Kandinsky, the originator of the Abstractionists, is 
represented by four pictures. His ‘‘ Violet Dominant ” 
will either make you feel very humble or irritate you 
extremely. But as he paints to produce an emotion, 
perhaps this is a measure of his success. Apparently 
Picasso will not allow his pictures to be shown officially 
in England, owing to his political convictions. However, 
the Cubists are well represented, and from these pictures, 
with their striving for strength through insistence on the 
straight line and distortion, one can understand their 
affinity with Communism; they certainly cannot be 
accused of bourgeois sentimentality. Among these 
more extreme schools there are some excellent examples 
of such French Realists as Utrillo, Vuillard, and Bonnard. 
I found Utrillo’s suburban scenes particularly effective, 
but Marquet’s ‘‘ Docks at Le Havre,’ Soutine’s ‘‘ After 
the Storm,’ Bauchant’s “ Asters,’’ and Marchand’s 
“* Snow Landscape ”’ are all delightful and show that the 
Paris School is not entirely concerned with Abstract. 
Those who like searching out psychological motifs will 
no doubt point to Coutaud’s ‘‘ L’Armoire-Chair de la 
Porteuse de Pain” as a demonstration of coprophilia 
and to Miro’s ‘‘ Bull Fight ”’ as one of infantilism. 

The Academy’s exhibition of ‘‘ Holbein and other 
Masters of the 16th and 17th Centuries” is still open 
and will be until March 7—a magnificent collection of 
early English portraits. Medical visitors should note the 
large picture of Henry VIII presenting a charter to the 
Guild of Barber Surgeons and Carlo Dolci’s portrait of 
Sir Thomas Baines (1622-81). The collection includes 
works by Eworth, Titian, Tintoretto, Van Dyck, Rubens, 
Raphael, Michelangelo, and Leonardo da Vinci (one), 
so I need say no more. I found it a welcome relaxation 
after the Ecole de Paris. 


* * * 


The series of articles appearing in The Lancet on the 
techniques in Medical Lifemanship are filling a long-felt 
want. <A search through the shelves of a well-known 
medical bookseller has failed to reveal a single textbook 
on this subject, and it is indeed fortunate that my own 
two works—Recent Advances and Students’ Aids are 
nearing completion. Meanwhile the primary purpose of 
this note is to draw attention to a little-known branch of 
which I, as a pathologist, have made a special study— 
namely, Labmanship. Labmanship in a laboratory 
technician may be defined as getting one up on the 
pathologist, and vice versa. A pretty example came my 
way the other day. As I was examining the ‘vibrio 
isolated from a patient’s stools I remarked to our Senior 
Technician: ‘I don’t think it’s a cholerw, Mr. Hearty, 
do you?” Quick as thought, he replied, ‘“‘ No, sir; it’s 
either a berolinensis or a helcogenes, but it’s certainly not 
a cholere.”’ There is an effective counter-ploy which 
was first demonstrated by Xavier Odoreida, elder brother 
of the famous Old Wykehamist. Xavvy spent three years 
as bacteriologist at St. Rhoea’s. In the above case his 
counter-ploy would have run something like this: “I 
agree with you, Mr. Hearty, but if it’s not a cholera I 
never bother to take it any further.’’ These examples 
will show that Labmanship has its own problems and 
can legitimately claim to be regarded as a specialised 
branch of Medical Lifemanship. I have felt for some 
time that there is room for a Section of Lifemanship at 
the Royal Society of Medicine, and I herewith invite any 
Fellows interested to communicate with me on the 
matter. 

* * * 


Aphorism of the Week 


We stand on our fathers’ shoulders, but our children 
tread on our corns. 
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METHONIUM COMPOUNDS IN HIGH 
BLOOD-PRESSURE 


Srr,—The statement has been made several times 
recently that the benefits to be derived from methonium 
salts in hypertension are uncertain, and that there is no 
strong indication that their introduction has changed 
the outlook for high blood-pressure patients. Experience 
here does not lead to this conclusion, and I have come 
to regard the benefits of effective methonium therapy 
in high blood-pressure as of a different and higher order 
from those ordinarily obtainable by other methods. 
Differences in the opinions held about the treatment 
seem to depend partly on the method of using the drugs. 

In a large hypertension clinic we have seen the results 
of thiocyanate,! salt-free diets, and sympathectomy 
in the treatment of high blood-pressure. Recently with 
Dr. Oliver Chapman a study has been made of some of 
the newer veratrum preparations. All these measures 
produce some excellent results, but many failures. With 
pentamethonium and hexamethonium salts, however, 
it is possible to obtain in almost all patients a much more 
effective control over blood-pressure levels than has 
hitherto been practicable, and the relief of clinical 
manifestations secondary to the high blood-pressure is 
correspondingly greater. 

In successive collaboration with Dr. P. A. Restall? 
and Dr. K. 8. Alstad (unpublished) the effects of these 
substances have now been studied in 130 patients with 
substantial hypertension of various xtiology ; and 37 
patients with severe hypertension, including 9 with 
malignant hypertension, have been treated for one to 
twelve months, with no deaths. The outspoken clinical 
improvements referred to in previous communications 
have been maintained. 

Our early results were obtained by subcutaneous 
injections. We noted subsequently that authors report- 
ing the effects of oral administration were less satisfied 
with their results than we had been with ours ; therefore 
we continued mainly to employ subcutaneous injection. 

One factor which, in some instances, may have limited 
the degree of benefit obtained, whatever the method of 
administration, is that there has not been sufficient 
recognition of the tolerance which develops with 
continued administration of pentamethonium or hexa- 
methonium salts; thus an initial dose of 15 mg. sub- 
cutaneously may produce as great an effect as a dose of 
80-200 mg. administered by the same route after two 
or three months of continued treatment. Hence, if a 
fixed routine dose is employed, the hypotensive effect 
of one and the same dose may prove dangerous in the 
early stages and ineffective later. 

Recently Dr. Kilpatrick and I have studied the effects 
of oral administration in a number of patients who, 
having developed the full degree of tolerance to sub- 
cutaneous injections of methonium salts, have had the 
desired amount of blood-pressure reduction for several 
months without further increase in dose. In such 
patients the effective oral dose is high, but some patients 
remain sufficiently sensitive to have a sufficient degree 
of blood-pressure reduction with oral administration, 
even when full tolerance is established. Several patients, 
however, could not take doses of hexamethonium 
bromide large enough to reduce the blood-pressure, 
because of the prior onset of nausea, diarrhoea, or vomit- 
ing. Other patients required an oral dose of 3000 mg. 
of the drug to reduce the blood-pressure. Such a dose 
is of the order of 20 times the effective subcutaneous 
dose and should not be administered outside hospital, 
because an alteration in the rate of alimentary absorption 


1. Alstad, K. 8S. Brit. Heart J. 1949, 11, 249. 
N.Z. med. J. 1950, 49, 206. 
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could be dangerous, and delayed* absorption is not 
unusual, 

Patients who have not been treated previously with 
methonium salts respond to much smaller oral doses ; 
for example, 500 mg. commonly induces a fall of blood- 
pressure in the upright posture. It would appear, 
therefore, that tolerance develops in the course of oral 
administration as well as with subcutaneous dosage. 
With oral administration the drug action is more 
capricious even under rigidly controlled conditions. 
Therefore we feel that continued effective oral therapy is 
sometimes impracticable ; however, continued treatment 
by subcutaneous injection is almost always possible. 

In reducing blood-pressure levels with methonium 
compounds there is more than the usual need to adjust 
the treatment to the individual response of the patient. 
Without frequent observation in the initial stages it is 
only by chance that the patient will escape discomfort 
or danger on the one hand, and ineffectiveness on the 
other. It is, however, my experience that these drugs 
can be used in such a way that they give unmistakable 
relief to a considerable proportion of hypertensive 
patients ; and, after a period of observation in hospital, 
outpatient care presents no difficulty. 

University of Otago, 

Dunedin, New Zealand. 

BROMISM ON LOW-SALT DIETS 

Sir,—My attention has recently been drawn to a danger 
associated with the use of low-salt diets. 

A patient who had previously been in hospital with 
severe hypertension and left ventricular failure and who 
had been sent home on a low-sodium diet was readmitted 
in a state of mental confusion. His blood-bromide level 
was found to be 360 mg. per 100 ml. (expressed as NaBr). 
He had been treated with moderate doses of ammonium 
bromide by his own doctor. His renal function was 
normal, 

It became evident that doses of bromide which would 
be well tolerated by people on normal diets might lead 
to bromide retention in patients on a low salt intake, 
for the body’s excretory mechanisms cannot distinguish 
between the chloride and bromide ions. 

There were in the wards at that time four patients with 
hypertension who were being treated with hexametho- 
nium bromide by mouth and who were also on a low-salt 
diet. The blood-bromide level was found to be raised in 
all four—ranging from 120 to 300 mg. per 100 ml. (as 
NaBr). 

This problem is being investigated further, but it is 
clear that the salt intake of patients receiving hexa- 
methonium bromide over long periods should not be 
rigorously reduced and that a watch should be kept on 
the blood-bromide level. 


University College Hospital, 
London. 


F. H. Smirk. 


M. L. RosENHEIM. 


Sir,—Correspondents have emphasised the danger of 
indiscriminately using the methonium halides.t In con- 
curring with this opinion, we would draw attention to the 
oceasional development of dangerously high levels of 
blood-bromide after prolonged administration of the 
bromide salts of methonium. Bromine comprises some 
44% by weight of the molecule of hexamethonium 
bromide, and an even higher percentage of the penta- 
methonium salt. Therapy with these compounds there- 
fore involves administering, a substantial dose of bromine, 
especially since, in our. experience, tolerance seems to 
become established, necessitating a progressive increase 
in dosage. Unfortunately an iodide preparation for oral 
use is not at present available. 

Goodman and Gilman ? place the toxic level of blood- 
bromide at 150-200 mg. per 100 ml., and add that if unex- 





1. Hillis, B. R., Kelly, J. C. C. Lancet, 1950, ii, 540. Ball, J. D. 
Ibid, p. 650. 

2. Goodman, L., Gilman, A. Pharmacological Basis of Thera- 
peuties. New York, 1941; p. 161. 
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plained mental or neurological symptoms are found in 
association with a blood-level of even 75-100 mg. per 
100 ml. bromide intoxication may be suspected as the 
cause. 

Amongst a group of six patients receiving methonium 
bromides, two complained of severe drowsiness and were 
found to have blood-bromide figures within the toxic 
range, the readings in -the other four cases all being less 
than 75 mg. per 100 ml. The most severe symptoms 
were in a man, aged 47, with malignant hypertension and 
cardiac failure. Routine treatment of the cardiac failure 
included salt restriction, together with the administration 
of digitalis and mersalyl. An intramuscular, and later 
an oral, preparation of pentamethonium bromide was 
given, in gradually increasing dosage, over a period of 
7 weeks before toxic symptoms developed. He was 
then taking 3 g. daily, the blood-bromide level being 
175 mg. per 100 ml. Restoration of a normal salt intake, 
supplemented by 3 g. sodium chloride daily, rapidly 
abolished the drowsiness, and within a fortnight the 
blood-bromide had fallen to 125 mg. per 100 ml. although 
during the same period it had been necessary to increase 
the dosage of pentamethonium bromide to 6 g. daily. 

It is recognised that those using salt sparingly are 
unduly susceptible to bromide intoxication. It would 
therefore appear that, in the treatment of cardiac failure 
secondary to hypertension, severe restriction of sodium- 
chloride intake should be avoided if methonium bromides 
are to be used ; and we would again stress the necessity 
for careful medical supervision while these drugs are 
being administered. : 

Mary C. HOLT 


St: Mary’s Hospital, J. W. Litcurienp 


London, W.2. 


SEASONAL INCIDENCE OF CONGENITAL 
MALFORMATIONS 


Srr,—The article by Professor McKeown and Dr. Record 
(Jan. 27) illustrates two forms of statistical convention 
which, I suggest, would be undesirable anywhere, and 
are particularly out of place in a non-specialist journal. 

The first is the lavish use of numbers like 0-70 + 0-31, 
with no indication as to what the 0-31 means. I assume 
it is the standard error, or some multiple of it such as 
probable error ;“ but whatever it is should have been 
stated. And what are we to make of the observed mal- 
formation-rate (table vir) of 2:77 + 0-76°%—unless it be 
the authors’ estimate of their error in dividing 13 by 
470? No doubt, however, it is intended to be some 
measure of the uncertainty-rangé of the true rate. But 
what measure ? 

The other bad habit is the description of findings as 
‘ significant ’’ or ‘“‘ not significant ’’ without any indica- 
tion of the level of significance taken as critical; as it 
is, the designations are useless. The proper way is to 
state the probability of the result occurring by chance, 
and furthermore to state or imply what probability 
hypothesis has been assumed. The responsibility is 
then on the reader to make up his mind whether to 
regard the result as true or as a chance effect. If the 
scientist wishes to help the reader to decide, as his 
expert knowledge may very well entitle him to do, he 
should do so in the form of an opinion; but he ought 
not to hide behind magic words like “ significant.” 

A degree of significance is simply a probability, 
calculated on a certain assumption. No matter how 
large or small it is, by itself it tells us absolutely nothing 
about the truth of the proposition to which it refers. 
It is equivalent to saying that something is as long as 
a piece of string. A degree of significance means nothing 
until it is compared with another quantity of like kind 
—i.e., another probability. The other probability is 
the piece of string in the case, and we must know how 
big it is before the comparison can give any information. 
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Broadly speaking, the counter-probabilities are of two 
kinds : a-priori probabilities, and profit-loss expectations. 
For example, if, before trial, we regard a proposition as 
equally likely to be true or false, a significance of just 
less than 0-5 must decide us in favour of ‘‘ true,’”’ provided 
we know we shall gain as much if we are right as we 
shall lose if we are wrong. It is unfortunate that the 
counter-probabilities usually depend upon subjective 
judgment, with all the uncertainty which that implies. 
But it is surely better that the skeleton should sit 
visibly at the scientific feast than be hidden away in 
the cupboard. 


Psychological Laboratory, 
Cambridge. 


W. E. Hick. 


Sir,— Your leading article of Jan. 27 on the “ Atiology 
of Anencephalus’”’ indicates that several factors may 
be at work in the causation of this, as of other, con- 
genital abnormalities. It may be that heredity is of 
importance; and possibly the other influences only 
operate when a suitable gene is present. With regard 
to the other factors I should like to add the following 
comments : 

First, Duraiswami! has shown that insulin hypoglycemia 
may be one of the causes of foetal abnormalities in chick 
embryos. It seems reasonable to infer from this that vomit- 
ing in early pregnancy, anorexia, and mild starvation may 
be important factors in the causation of abnormality in the 
human foetus. 

Secondly, with this in mind it is interesting to study the 
data obtained by McKeown and Record? Their table xii 
(disability during pregnancy) contains these figures : 


Malformation in foetus | 


i se | 


_— Controls 
| Anen- | Spina ydro- olny 
|\cephalus| bifida cephalus Others/Total 
Number of cases 
studied - 305 309 118 23 755 742 
Cases with vomit- 
ing: 
Number... 28 20 3 1 52 37 
Percentage 9-2 6-5 2-5 4-3 6-9 | 5 


In other words, among the mothers of anencephalic foetuses 
vomiting was nearly twice as common as among mothers 
of normal children. 


Now comes the startling discovery by Professor 
McKeown and Dr. Record that stillbirths due to 
anencephalus are considerably more common in December 
than in June, and your comment that this may be due 
to infection, diet, allergy, or abnormal activity during 
spring-cleaning. I was about to suggest that Lenten 
fasting might be another possibility, returning to the 
theme of hypoglycemia. But a study of McKeown 
and Record’s paper (Lancet, Jan. 27) shows that the 
anencephalics were not born at full term but had been 
conceived in April, May, and June; and there was still 
a high rate for July, August, and September conceptions. 
Even the most extreme date for Easter can hardly bring 
Lent into this period, though the spring-cleaning may 
be delayed for several months. 

Another line of attack, as you mention, has been on 
the effect of lack of vitarrins, particularly vitamin A. 
There should be enough vitamin A in our diet now that 
National Butter and Special Margarine are universally 
provided ; but some pregnant women have a dislike for 
fat and may thus become deficient. Of course there are 
other sources of vitamin A, such as eggs and milk, while 
carrots provide the precursor carotene. Any gardener 
knows that April to June is the one period of the year 
when fresh carrots are unobtainable. The old ones 
have been eaten or have withered and rotted, and the 


1. Duraiswami, P. K. Brit. med. J. 1950, ii, 384. 
2. MeKeown, T., Record, R. G. Brit. J. soc. Med. 1949, 3, 183. 


young ones are not yet grown. It would be interesting 
to have the views of expert dietitians on the seasonal 
variations of the vitamins in our diet, and also to have 
any information that Professor McKeown and Dr. Record 
can provide about the diets of the mothers of 
anencephalic foetuses. 

Until more is known about these factors it would seem 
to be good antenatal pediatric practice to pay more 
attention to the rapid correction of vomiting in pregnancy 
and to the provision of adequate supplies of vitamins 
from the earliest possible moment in pregnancy. 


Department of Child Health, > y : 
Bristol University. H. R. E. WALLIs. 


OCCUPATIONAL THERAPY 

Simr,—I agree with much that Mr. Krauss (Jan. 20) has 
to say. Perhaps in my letter (Dec. 30) I failed to make 
my point clear. The crafts I had in mind restore function 
and by arousing interest stimulate mental recovery. 
They involve the extensive use of machine tools. 

For many patients I see no value in a ‘*‘ work environ- 
ment ’’ doing economically unproductive machine work. 
In many cases they are not initially fit for this work. 
Many workers recovering from sickness or injury need no 
specifically industrial rehabilitation: they merely need 
rehabilitation. My plea is for a wider view. Craftwork 
properly organised has much to offer. At Farnham Park 
in the Slough Industrial Health Service an example of 
this type of work may be seen. 

Farnham Royal, Bucks. M. E. M. HERFORD. 
APPLICATION OF PSYCHOLOGY TO 

DERMATOLOGY 


Srr,—I read with great interest and profit the article 
of Jan. 13 by Dr. MacKenna and Dr. Macalpine. 

The most controversial section of the paper, it seems 
to me, is that which seeks to establish a clear distinction 
between the mechanisms involved in psychoneurotic 
and psychosomatic symptom formation : 

“Somatic manifestations such as skin disease are mostly 
‘affect equivalents "—they may be a disguised discharge of 
anxiety, fear, rage, or any other simple affect.” 

This statement, if true, would involve a reassessment 
of the concepts of emotion and its conative component 
which I accept at present. This concept, which was 
elaborated by Rivers! and others, states that emotion 
accompanies an impulse to action, and that so long as 
free expression is given to the impulse emotion remains 
minimal. Should the direct pathway of expression be 
denied to the impulse, then eniotion will increase to an 
intensity which inspires the individual to seek alternative 
methods of satisfying the impulse. This suggests that 
emotion does not occur per se but is always the accom- 
paniment of a drive or impulse to action. I submit 
that the attempt to find alternative paths of expressing 
drive is the mechanism behind symptom formation, and 
not an alternative path of emotional expression. 

Conscious suppression of emotion because of social 
situation or out of regard for the feelings of others is 
an adaptation which is called for daily in each of our 
lives. If, as Dr. MacKenna and Dr. Macalpine suggest, 
such suppression of emotion could give rise to psycho- 
somatic disturbance, one would expect this to be much 
commoner than it is. But if one takes the view that it 
is drive that is denied expression and that seeks an 
alternative through symptom formation, then the psycho- 
somatic symptom may have the same significance as the 
compulsive acts of the obsessional, the ties, and the 
conversion symptoms of hysteria. 

The example quoted in the article as a simple affect 
equivalent is of a woman, aged 45, who suffered from 
blepharitis, conjunctivitis, and itching around the eyes. It 


1. Rivers, W. H. R. 


Instinct and the Unconscious. Cambridge 
1920. 
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is suggested that this was due to the fact that, when her 
father had died some nine months previously, she had out 


of consideration for her mother bottled up her feelings of 


grief, and that this suppressed affect was then discharged 
through some psychosomatic mechanism in the symptoms 
of which she complained. 


In order fully to understand the symptom and the total 
situation of which it is a part, is it not necessary to 
understand what drive, impulse, or wish was being denied 
expression, and was so producing a pressure of painful 
emotion? May not the symptoms around the eyes be 
an attempt to find an alternative channel for expressing 
the drive or wish rather than the emotion ? 

Freud, in his classical paper, Mourning and Melan- 
cholia,? has suggested that mourning involves the with- 
drawal of all libido from the love object and its gradual 
detachment and redistribution. In this process some 
individuals may direct, at least temporarily, some of the 
displaced libido on themselves. Since all love involves 
ambivalence, the hostile component may thus be self- 
directed and in this way involve psychosomatic 
manifestations. I am not of course suggesting this type 
of mechanism for the case described, but offer it as 
evidence of the deeper interpretations involving libido 
rather than affect which might be applicable. 

The fact that such symptoms as those described may 
be cured by abreaction does not affect the issue, since it 
is the painful intensity of the emotion which makes the 
individuai seek to express libido through alternative 
channels. The painful affect, having been as it were 
artificially tapped and discharged, no longer serves as 
an impetus and the symptom may disappear. If the 
abreaction extends over that time during which the 
deflected drive is operating, then a good result may be 
obtained ; but if the drive is persistent, then one must 
expect a further accumulation of painful affect. The 
bearing of this on relapse is obvious. 

Dr. MacKenna and Dr. Macalpine refer to other 
examples of the miracle cure in the early stages of 
psychological investigation and therapy. Such dramatic 
improvements of symptom occur also in the psycho- 
neuroses during the early stages of treatment, and may 
also involve abreaction. Others occur after the redistri- 
bution of libido accompanying the formation of the 
transference ; and still others may be due to defence 
mechanisms, such as the flight into health. Whatever 
they may be, it is my contention that they all involve 
redistribution of libido rather than the discharge of 
affect alone. 

All this bears profoundly on that part of the paper 
which puts forward the view that psychosomatic symp- 
toms have no meaning and no psychie content. I have 
found that this is not so in the perplexing symptom 
variation found in patients suffering from the eczema- 
asthma complex. In treating such patients I have tried 
to relate the current psychic situation to the physical 
symptoms. In a number of patients I found that I 
could predict with a significant degree of accuracy the 
variation that would take place. I thought at first that 
this was related to certain complex formations; but I 
later revised this view, and I came to the conclusion 
that when the patient was expressing himself freely and 
with pleasure in the analysis, eczema was the prominent 
symptom, but that when defences were operating and 
the patient was struggling painfully through them, then 
asthma was the prominent symptom. This has suggested 
to me that eczema represents an outgoing of libido and 
asthma a retention or bottling up of libido. 

I have quoted this particular example because Dr. 
MacKenna and Dr. Macalpine refer to infantile eczema, 
and suggest that the only psychological interpretation 
must be a correlation with adult types of conflict. It 
may be significant that infantile eczema occurs during 





2. Freud, S. Collective Papers. London, 1925; vol. 4. 
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that period of life when in fact there is little impediment 
to the free expression of libido, and asthma supervenes 
when the child is old enough to have developed conflicts 
involving the repression of libido. 

Although in this letter I may have shown a bias 
towards the psycho-analytical approach to psychosomatic 
disease, I am convinced that the next advance in this 
field will come neither from the clinician nor from the 
psychiatrist but from the neurophysiologist. I feel it 
is essential that understanding of the neurophysiological 
mechanisms involved in psychosomatic symptom forma- 
tion should be greatly extended to form a firm structure 
on which theory may be based. Such a structure would 
serve as a framework for the sceptical clinician and as 
a bridle for the enthusiastic psychiatrist. I see a real 
danger that in the study of psychosomatic medicine we 
may establish a top-heavy load of theoretical and facile 
explanation unfounded on accurate knowledge of the 
neurophysiological mechanisms involved. 

I have concentrated on those parts of the paper which 
are, as the authors say, controversial ; but I agree with 
a great part of the paper, which has lessened my ignorance 
of the subject. 

“aon DesmMonD IRwIN. 


ACUTE OBSTRUCTIVE LARYNGOTRACHEITIS 


Sm —We have been interested to read the article 
by Dr. Forfar, Dr. Keay, and Dr. Thomson, in your 
issue of Jan. 27. As these writers suggest, the condition 
is probably much more common than the reported cases 
suggest. 

At this hospital there have been 26 cases in thé last 
three years, one of which, a baby of six months, was 
admitted a year later with a second attack. 7 of the 
cases were under one year of age, 8 between one and two 
years, 8 between two and five years, and 3 over five years. 
Most of these cases were admitted with a diagnosis of 
laryngeal diphtheria. As regards severity, 10 of the 
cases were regarded as severe, and the remainder either 
moderate or mild and not causing any anxiety as to the 
outcome. Of the severe cases, | died on admission and 
2 required tracheotomy but recovered. An autopsy 
on the child who died was carried out by Dr. J. Hart- 
Mercer, who commented that, although the ulcerative 
condition was limited to the larynx, the similarity to 
the acute laryngotracheitis of infants was very marked 
and there was considerable destruction of the mucous 
and submucous tissues ; and, in addition, Staphylococcus 
pyogenes and Streptococcus viridans were cultured from 
the larynx. 

Hemolytic streptococci were found in 4 other cases, 
2 of which were the cases requiring tracheotomy ; 
Staph. pyogenes was found in 2; and the remainder 
gave negative pharyngeal swabs. One child, two months 
old, who had a moderately severe attack continued to 
have stridor for a month after recovery, and broncho- 
scopy showed a large granulating area in the trachea 
which eventually resolved without sequele. 

Treatment of most of these cases previously was by 
steam, antitoxin, penicillin, and sulpha drugs; but 5 
recent cases have had chloramphenicol and 1 ‘ Aureo- 
mycin,’ and all seemed to respond much quicker than 
formerly. The cases requiring tracheotomy were a 
child of eleven months and an older child of nine years ; 
and both were thought unlikely to survive without 
interference. In both instances the subsequent course 
was stormy and associated with further obstructive 
spasms due to necrotic tissue and secretions. 

One wonders whether a similar condition may not 
occasionally occur in adults. A soldier, aged eighteen, 
was admitted in 1947 in extreme distress from laryngeal 
obstruction, which had commenced suddenly with pain 
on swallowing,and talking about eight hours previously 
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and required tracheotomy soon after admission. Swabs 
from pharynx and tracheotomy wound were negative. 
The condition, which gradually cleared, was associated 
with a temperature of 101:8°F and _ considerable 
induration of the cellular tissues of the neck. 
E. G. BREwIs 
Senior Physician. 
Walker Gate Hospital, C, NEUBAUER 
Newcastle upon Tyne. Assistant Physician. 


SCHOLARSHIPS AT THE LONDON SCHOOL OF 
HYGIENE 

Sir,—In recognition of the services of Sir George 
Elliston, who has just demitted office as its chairman 
after eleven years’ tenure, the board of management of 
the London School of Hygiene and Tropical Medicine 
have decided to offer two scholarships of £150 each, with 
free tuition, for students taking its course for the diploma 
in public health commencing in October, 1951. Official 
intimation will be found in the advertisement columns. 
These are additional to the Bygott scholarships, awarded 
by the University of London, also tenable at this school, 
about which official notification will appear later. 

The board hope that the Elliston scholars will even- 
tually join the preventive services in the United Kingdom, 
the number of recruits to which has been seriously 
reduced by the discrepancy existing between the emolu- 
ments offered and those obtainable now in other branches 
of the medical profession. We hope that many more of 
the medical officers of health of the future will become 
the pivotal points of the medical services of their areas. 
All thinking people deplore the increasing tendency for 
each section—domiciliary, hospital, and preventive— 
to develop and function as separate entities. The medical 
officer of health with the proper outlook and background 
should, we think, be the coérdinator ; this implies a very 
adequate clinical training, and we hope that men of good 
quality will give careful consideration to adopting 
community health as their career. 

The modern course for the D.P.H. is much more a 
cultural discipline than a technical training, and there 
are few young medicals who would not derive great 
benefit from it whatever their ultimate aim may be. 


London School of Hygiene and ANDREW TOPPING. 

Tropical Medicine, W.C.1. 

POLIOMYELITIS AND POLIOENCEPHALITIS 
WITH OPSOCLONIA FOLLOWING 
APPENDICECTOMY 

Sir,—Dr. Warrer, in his interesting paper of Jan. 27, 
remarks: ‘‘ The association [of poliomyelitis] with 
appendicectomy has only rarely been reported.’’ Admit- 
ting the possibility and the analogous instances described, 
I would submit that the association is so rare that the 
diagnosis should be most carefully considered. On the 
other hand, the history of ‘‘ appendicular colic ’’ followed 
by mental confusion and symmetrical ascending paralysis 
is typical of acute porphyria. 

This may be appreciated if the case be compared with 
Kinnier Wilson’s description,! which could be read as 
an accurate account of Dr. Warren’s case, including the 
following features which are most unusual in polio- 
myelitis: (1) considerable delirium at the onset (of a 
spinal type) with absence of pain in muscles, which were 
flaccid next day ; (2) retention of urine at an early stage 2; 
(3) ascending flaccid paralysis of symmetrical distribu- 
tion ; (4) pyrexia continuing for five to six weeks; and 
(5) an encephalitic episode with convulsions five weeks 
after the onset. I do not deny that each of these features 
has been described in poliomyelitis; but all are rare, 
whereas each is mentioned by Kinnier Wilson as a 
feature of acute porphyria. 


1. Wilson, S. A. K. Neurology. Edited “by ob Ninian Bruce. 
London, 1940; vol. 1, p. 303. 
2. Ibid, p. 231. 
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The only feature of the report which is against a 
diagnosis of porphyria is the cerebrospinal fluid. It is 
regretted that the pressure, type of leucocyte, and number 
of erythrocytes present are not recorded. ‘The figures 
presented are compatible with poliomyelitis, though at 
the stage described one would have expected a greater 
pleocytosis and a lower protein. I should like to be 
reassured of the absence of blood contamination. Further- 
more, there is no mention of inflammatory or obstructive 
pathology in the appendix ; ‘‘ a long kinked retrocecal 
appendix ’’ is a poor basis for diagnosing appendicular 
colic. 

Gardiner Institute of Medicine, 


ainer in J. A. SrMpson. 
University of Glasgow. 


ADRENOCORTICOTROPIC ACTIVITY OF BLOOD- 
PLASMA EXTRACTS 

Sm,—The article of Dec. 2 by Miss Trewhella and 
myself contains an ambiguity. In the section ‘ Prepara- 
tion of Extract ’’ it is stated : 

‘“* The plasma was taken off and added to 4 volumes of acid 

acetone, prepared by adding 25 ml. of analytically pure 
hydrochloric acid to 975 nil. of redistilled acetone. The 
resulting precipitate was allowed to stand at room-temperature 
for eight hours, vigorously shaken at intervals, and then 
centrifuged. The supernatant fluid was taken off, 1 ml. of 
saturated sodium-chloride solution was added and the 
concentration of acetone was brought to 94%.” 
The last sentence should read: ‘‘ The precipitate was 
discarded, and the acetone concentration of the super- 
natant fluid was brought to 94% after adding 1 ml. of 
saturated sodium-chloride solution.” 


Department of Chemical Pathology, 


King’s College Hospital, London, S.E.5. J. BORNSTEIN. 


PULMONARY HYPERTENSION IN MITRAL 
STENOSIS 

Sir,—Some clinical observations appear to support 
Dr. Dornhorst’s contention, in his letter of Jan. 6, 
that the increase in heart-rate during exercise may 
influence the pulmonary-artery pressure in mitral stenosis. 
Thus Gallavardin! in 1921 commented on the apparent 
precipitation of pulmonary cedema when certain patients 
with tight mitral stenosis developed a tachycardia. 
More recently Harken et al.? observed the ill effects of a 
tachycardia developing during operations on the mitral 
valve and attributed this in part to shortening of the 
diastolic time. We also have noted that a tachycardia 
of emotional origin, such as may occur the night before 


operation, may apparently precipitate pulmonary 
oedema. 
However, some experimental evidence and our 


incomplete knowledge of factors affecting the circula- 
tion make it doubtful whether simple mathematical 
calculations can legitimately be applied to this problem. 
If the right side of the heart can be assumed to be 
analogous to the left, it has been shown that atropine- 
induced cardiac acceleration in normal subjects is 
associated with a fall in right auricular pressure despite 
a rise in cardiac output. Furthermore the effect of 
digoxin on the cardiac output and venous pressure in 
heart-failure due to mitral stenosis does not appear to 
bear any relation to the degree of cardiac slowing 
achieved, nor does atropine-acceleration following digoxin 
therapy reduce the cardiac output or increase the venous 
congestion. 

Thus despite theoretical considerations there is 
indirect evidence that tachycardia per se may not 
necessarily be a major factor in increasing the pulmonary- 
artery pressure in mitral stenosis. So far as I know, 
direct evidence on this point has not yet been reported, 
but an unpublished observation in this country showed 
1. Gallavardin, L. Arch. Mal. Ceur, 1921, 14,262. 
2. Harken, D. E., Ellis, L. B., Ware, P. F. New Engl. J. Med. 


1948, 239, 801. 
3. Kelly, H. G., Bayliss, R. 1.8. 


Lancet, 1949, ii, 1071. 
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that on exercise, when there was a marked tachycardia 
but no increase in cardiac output, the pulmonary 
“‘ capillary ’’ pressure rose slightly, indicating a rise in 
left auricular pressure ; whilst there was a conspicuous 
increase in the pulmonary-artery/pulmonary-‘‘ capillary ”’ 
gradient, indicating increased pulmonary vascular 
resistance. 

College of Physicians and Surgeons, 


Columbia University, New York. R. I. S. Bayiss. 


CORONARY DISEASE AND MODERN STRESS 


Sir,—Reference has been made by Professor Platt 
(Jan. 6) and by Dr. Stewart (Jan. 27) to an observation 
in the Registrar-General’s Decennial Supplement for 
1931, which was based upon study of the death certi- 
ficates of men between the ages of 20 and 65 during the 
years 1930-32. This was to the effect that, whereas 
among men whose social conditions are most favourable 
degenerative heart-disease tends to express itself as 
angina pectoris or coronary disease, at the other end of 
the scale it tends to take forms described on death 
certificates as myocardial or cardiovascular degeneration. 

It is becoming a convenient expedient today to explain 
away unpleasant things in vital statistics—such as the 
rising death-rates from bronchogenic cancer, leuksemia, 
or mechanical suffocation of infants—by faults and 
changing fashions in certification, although when a 
death-rate is falling it is readily accepted as authentic. 
It is also possible to resort at once to this ‘‘ explanation ”’ 
when death statistics throw up something surprising and 
difficult of explanation; but if carried to its logical 
conclusion this would mean that vital statistics of 
separate causes of death are a rather futile study. 

In this particular instance it would seem to be more 
difficult to accept that explanation than to accept the 
figures at their face value. I have often been accused of 
having too high an opinion of the intelligence of certifying 
medical practitioners, but I have never credited them with 
superhuman ingenuity. To suppose that their vagaries 
in diagnosis and certification were so ordered in irregu- 
larity as to produce the figures below seems to me rather 
like that tiresome idea of a million monkeys producing 
by accident the Book of Job on their million typewriters. 

Dr. Stewart prefers to think that doctors knew some- 
thing about angina pectoris even in country and industrial 
practices in 1930-32, and he leans to the idea that the 
explanation lay in the differing proportions of men who 
were afflicted with anxiety to better themselves, or the 
world generally, at different levels in the social scale. 
That might perhaps account for the social-class gradient 
of the coronary-myocardial ratio, but it will hardly 
explain the curious differences in this ratio between 
occupations whose outstanding contrast was in the 
physical nature of the work done rather than in the mental 
outlook of the workers. The amount of physical energy 
expended in an occupation has not been considered as 
a factor of importance in determining the type of heart- 
failure which terminates life, although that would be an 
obvious reason for the class-gradient. Broadly, the social 
grouping used in‘ 1930-32 was correlated in a negative 
way with calories expended in physical work, and if that 
happened to be an important factor in determining the 

coronary-myoeardial ratio it would explain the class- 
gradient just as well as the mental-stress hypothesis. 
At that stage of our civilisation at least, mental stress 
and a sedentary life tended to go together, and the 
second might be even more important than the first in 
its effect on the coronary arteries. 

The figures below have been taken from table 44 of 
the report referred to, as anyone could do who, following 
Professor Platt’s advice, took it to bed with him and 
applied pencil, paper, and simple arithmetic. I have 
tried to arrange some of the large occupations into five 
groups in descending order of the physical activity I 


LETTERS TO THE EDITOR 


[reB. 10, 1951 351 


think they involve, keeping apart another two groups 
of rural workers for separate comparison because they 
have low death-rates from every cause : 





S.M.R. at 
20-65 


8 





2 
Group Occupation groups = 
nos. a 
Z 
4, 48 General and dock labourers, | 3495 | 14-8 103 , 100 
57, 87 navvies, coal hewers 
16-19, Furnacemen, smiths, boiler- 1175 | 18:7 101 86 
23, 44, makers, bricklayers, 
45 builders’ labourers 
20, 42 Metal machinists, printers, 643 | 25:3 106 87 
3, 58, compositors, retail sales- 
64, 65 men, potmen, sorters 
56, 63 | Motor drivers, commercial 512 | 36-3 79 87 
travellers 
67, 68, | Teachers, clerks, bankers, | 1242 | 38-6 101 103 
74, 82, administrative officials 
83 | 
3 Agricultural labourers es 550 4-3 59 58 
1 Farmers and their relatives. . 493 | 22-6 106 | 87 


The standardised mortality ratio (s.mM.R.) for total heart- 
disease was above average (114) for the general-labourer 
group, but was very low (68) for agricultural labourers. 
Nevertheless, in both groups coronary disease formed 
one-seventh of the total deaths from coronary and 
myocardial disease combined. The proportion increased 
steadily with diminishing physical activity to about 
two-fifths in the most sedentary group. Farmers and 
their relatives gave a proportion between those for the 
second and third groups, which is reasonable. Neither 
cerebral hemorrhage nor nephritis showed differences in 
mortality comparable with the progression of the 
coronary-myocardial ratio. 

It is to be hoped that the occupational mortality 
statistics for years around the census of 1951, based as 
they will be upon the new International Classification of 
Diseases which attempts to differentiate hypertensive 
disease, will throw further light on this problem. 


World Health Organisation Centre 
for Classification of Diseases, 


London. Percy STOCKS. 


PROTRUDED INTERVERTEBRAL DISCS 

Smr,—May I warmly endorse Dr. Jefferson’s plea 
(Jan. 20) for conservative treatment of laterally placed 
cervical-dise lesions? Since spontaneous cure is nearly 
always established at the end of three to four months 
in 5th, 6th, and 7th root compression, and in six months 
at the 8th root, operation is very seldom indicated unless 
the spinal cord is compressed as well. 

Curiously enough, Dr. Jefferson does not mention the 
swiftest conservative measure of all, which is of course 
manipulative reduction. In the stage where there is 
scapular pain only (what used to be called ‘‘ fibrositis ”’) 
the displacement is slight, and one session often suffices ; 
when root-pressure has supervened reduction is more 
difficult, but is often still possible. For the past six 
years manipulation during traction has been the method 
of choice in our physical-medicine department ; traction 
in recumbency, head suspension, a collar, or waiting 
for spontaneous cure are reserved, according to cireum- 
stances, for displacements irreducible by manual means. 

I was most interested to read the paper by Mr. Floyd 
and Dr. Silver, also in your issue of Jan. 20. In my 
view, relaxation of the sacrospinalis muscle as trunk 
flexion proceeds is the mechanism for preventing lumbar- 
dise lesions. It must not be forgotten that the first 
action of the sacrospinalis muscle is to approximate 
the vertebre ; only when this slack has been taken up 
can the muscle act as an extensor. Compression of the 
joint while it is held in the kyphotie position is the usual 
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cause of retropulsion of part of the disc ; and the relaxa- 
tion of the sacrospinalis muscle that Mr. Floyd and 
Dr. Silver describe diminishes this possibility. 

Mr. Charnley’s article (Jan. 27) emphasising the 
importance of estimating straight-leg-raising is to be 
welcomed. The range of this movement is proportionate 
to the pressure exerted on the nerve-root, except in 
cases where pressure-atrophy is taking place. 

During attempted manipulative reduction of a lumbar 
displacement causing sciatica, straight-leg-raising is a 
most sensitive test, varying from moment to moment 
as the loose fragment moves. We therefore use it as an 
immediate measure of the success of each different 
manipulation. A particular technique is tried ; and the 
effect on the range of straight-leg-raising is estimated at 
once. In this way, so long as the patient is not anzsthetised, 
the method best suited to him can quickly be discovered. 

An interesting phenomenon that we often notice is the 
appearance of a painful are on straight-leg-raising when 
reduction is almost complete. This I interpret as the 
root catching against so small a protrusion that it 
glides over. The main virtue of straight-leg-raising 
is that it clearly indicates the size of the protrusion at 
any one instant. 

St. Thomas’s Hospital, 

London, 3.E.1. 

Srr,—In last week’s article by Mr. Burns and Mr. 
Young one reads that low back pain and sciatica are 
probably ‘‘ part of the price we pay for our upright 
posture.” This phrase is handed on from author to 
author. It seems to me that we pay with these ailments 
for our civilisation. Has one found these disorders in 
African negroes, Australian aborigines, or Polynesians ? 
Are these dise accidents not a sequel of our wrong 
posture, our wrong way of using our body, and our lost 
bodysense ? Are these disc operations not another example 
of combating the smoke and leaving the fire burning ? 

London, W.C.1. E. F. MEYER. 

*,* A corrigendum for the paper by Mr. Burns and 
Mr. Young appears on p. 358. 


TUBERCULOSIS FIGURES 


Sir,—Your annotation of Jan. 6, and numerous 
articles and letters in the medical and lay press, rightly 
focus attention on the apparent increase in the morbidity 
of pulmonary tuberculosis. The facts give cause for 
serious anxiety ; and the Glasgow figures, backed by a 
corresponding increase in mortality-rate, are alarming. 
None the less it is essential for a full appreciation of 
the position and for the initiation of steps to bring 
tuberculosis under control that the notification figures 
should have some degree of accuracy ; this, at present, 
is plainly not the case. 

There is a wide divergence of opinion as to what 
cases of tuberculous infection should, and what cases 
should not, be notified. Apart from the clear-cut instance 
of active pulmonary tuberculosis with tubercle bacilli 
demonstrable in the sputum, the variation in procedure 
is formidable. The diagnosis of erythema nodosum 
(a condition now recognised as usually following closely 
on a primary tuberculous infection) should lead to an 
intensive search for the original source of infection. 
The necessity for this procedure is one of the chief argu- 
ments for notifying the disease; yet the majority of 
such cases are not notified. Similarly, cases of pleural 
effusion are invariably notified by some, and rarely or 
never by others. Again, should action be taken on the 
diagnosis of a minimal tuberculous lesion of the lung 
found to be healing without treatment ? 

The anomalies are further underlined by the official 
figures for pulmonary tuberculosis in children under 
15 years of age. The 1948 figures for Glasgow, Leeds, 
and Bristol, kindly supplied to me by the medical officers 
of health, read: 510, 27, and 71. This wide variation 


JAMES CYRIAX. 
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sannot be wholly explained by inequalities in total 
population, in social condition, in opportunity for 
infection, or in degree of immunity. The discrepancies 
must largely be due to a difference in interpretation of 
the regulations. 

In 1945 the Joint Tuberculosis Council went some way 
towards improving the position by advising the Minister 
of Health that notification should be a two-stage pro- 
cedure of (1) intimation, followed if necessary by (2) full 
notification. Five years have elapsed with no apparent 
result, and the time is ripe for reconsideration. In 
formulating new regulations, whether or not ‘‘ intimation”’ 
is accepted, some lead should be given as to the criteria 
for notifying such conditions as intrathoracic tuberculosis 
in children, pleural effusions, and minimal tuberculous 
lesions of the lung. 

Review and subsequent modification of the notification 
system is essential if the morbidity figures are to provide 
adequate data for planning the attack on tuberculous 
disease. 

King’s Lynn. G. F. BaRRAN. 
VACCINATION AGAINST SMALLPOX 


Srr,—Dr. Dixon (Jan. 20) has already disposed of 
several of the arguments against vaccination put forward 
by Dr. Killick Millard in his article of Jan. 13. There 
are a number of other fallacies in this article, but it is 
scarcely necessary to discuss these since Dr. Millard 
himself invalidates his entire thesis when he writes: 
** Incidentally I am all in favour of everyone who visits 
the East being efficiently protected by recent vaccina- 
ROR. oss; 

A little later he quotes the example of the recent 
outbreak of virulent smallpox at Glasgow, initiated by 
the arrival of a ‘‘ well-vaccinated ’’’ Asian seaman from 
the Far East. I believe that in fact all the recent outbreaks 
in Britain have been originated by persons arriving from 
the East. If Dr. Millard is going to have all such travellers 
vaccinated, then, according to his own argument, he is 
going to increase the number of undetected cases and 
hence the number of outbreaks. The only way in which 
such occurrences could be prevented would be to subject 
every arrival from the East to medical examination, 
and then to place in quarantine all those with slightly 
suspicious symptoms even if the disease did not appear 
to be smallpox. 


Arlesheim, 
Switzerland. 


Sir,—In his article Dr. Killick Millard says: ‘* Dr. 
Stallybrass in the Medical Officer of July 29 last... 
thinks that the danger of spread from unrecognised 
cases in unvaccinated subjects counter-balances my 
argument as to the spread from unrecognised cases 
in the vaecinated.”’ In the interests of accuracy, 
may I observe that this suggestion emanated from me 
(Medical Officer, July 8, 1950). 

I recall that correspondence for another reason. In 
his final letter (Medical Officer, Aug. 12) Dr. Millard 
admitted that too little attention had been given to the 
relative danger of smallpox in vaccinated and unvac- 
cinated subjects ; and that, as his argument was based 
merely on personal belief, he proposed to devote some 
time to collecting definite data on the question. It is 
disappointing, therefore, to note that he makes no 
further reference to this projected researches Certainly 
his latest article contains few novel aspects ; it consists 
in a repetition of the same old selected facts and biased 
evidence. It does, however, show one new feature of 
great promise. He concludes that, since he cannot agree 
with any view which differs from his own, he can only 
leave it for others to decide. 

More serious is Dr. Millard’s propagation of his views 
in the lay press by an article under his name which 
appeared about the same time in a popular journal. The 


A. M. WooLMAN. 
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dissemination of these views can have nothing but a 
detrimental effect on the level of herd immunity, the 
importanee of which was emphasised, among other 
points, by Dr. Dixon in your issue of Jan. 20. 
Health and Welfare Department, J. S. GEMMILL. 
asgow. 


ALARMING NAMES FOR HOSPITALS 


Str,—I endorse the remarks in your annotation of 
Dec. 30. If anyone remains doubtful of the layman’s 
reaction to these ill-conceived titles, let him see the faces 
of his fellow-passengers when, on a number 14 bus, he 
asks clearly for his ticket to ‘‘ the Cancer Hospital.”’ 


St. Bartholomew’s Hospital, 
London, E.C.1. 


ACQUIRED IDIOSYNCRASY TO SODIUM 
p-AMINOSALICYLATE 


Smr,—The case of P.A.s. sensitivity with jaundice 
reported by Dr. Little (Jan. 27) is an interesting contribu- 
tion to this subject; but we must disagree with his 
conclusion that the blood-p.a.s. level may be presumed 
to rise steeply in such cases. Reference to our own case- 
report ! will show that the blood-level on the first day 
of the reaction was scarcely any higher than during the 
first week of treatment, and was actually lower than 
in the preceding week. We would like to emphasise 
this point in case an erroneous impression is gained 
that repeated blood estimations will enable the physician 
to foresee and prevent such a reaction. 

Whether the total dose of the drug at the time of onset 
of the reaction is the deciding factor in determining its 
severity is also debatable. We have had a case which 
developed a P.A.S. sensitivity reaction much less severe 
than the one we reported, in which the total dosage was 
760 g. over a period of 38 days. It is now our practice 
to discontinue P.A.s. at once if a patient taking this drug 
shows a sudden rise of temperature, which is usually 
if not always the first sign of idiosyncrasy. In all the 
reported cases of severe allergic reactions to P.A.S., 
treatment with the drug was continued for some days 
after the onset of pyrexia; and in our opinion this is 
probably more important than the total dose in 
determining the severity of the reaction. 


R. LIVINGSTONE 
squats Soneeeem. E. W. STREET. 


TREATMENT OF THE AGED SICK 

Sir,—Many of those concerned with the care of the 
aged sick must have been compelled by the article 
(Jan. 20) by Lord Amulree and his colleagues to make 
comparisons, and to look again for new and more hopeful 
lines of approach. As we are constantly faced with the 
economic aspect, it would be interesting to know the 
cost, in #iedical and nursing man-power, of achieving 
the results described. 

As a comparison, in one hospital group with more than 
100 aged sick cases, it is found that, on a basis of 1 
trained nurse to more than 20 cases, and of 1 untrained 
nurse to more than 3 cases, it does not seem possible 
to achieve the turnover quoted in the article. But of 
course the other factors mentioned play a large part in 
diminishing the discharge-rate. 

Many provincial hospitals must be having similar 
difficulties, perhaps some peculiar to their own locality. 
In the Eastbourne area, for example, the percentage of 
the population in 1947 aged 65 and over was 16-7, 
whereas the figure for England and Wales was 10-9. 
One difficulty must, however, be common to all—namely, 
the problem of senile mental changes. Surprisingly, 
Lord Amulree and his colleagues make no reference to 
senile mental changes as a reason for a patient being 
confined to bed. 

St. Mary’s Hospital, Eastbourne. 


GEORGE H. pu Boutray. 


Ian M. Brown. 


“1. Livingstone, R., Street, E. W. Lancet, 1950, ii, 308. 
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LEUCOCYTE-COUNTS IN THIOURACIL 
MEDICATION 


Smr,—Many clinics have satisfied themselves that 
symptoms give an adequate warning of the need for 
action against agranulocytosis in thiouracil treatment. 
The case described last week by Dr. Holliday, in which 
thiouracil agranulocytosis developed during penicillin 
treatment for otitis media, was interesting but very 
unusual. Surely the only, but important, lesson is: During 
thiouracil treatment, if the patient needs penicillin or a 
similar antibiotic, she also needs weekly leucocyte- 
counts, since penicillin will suppress the usual warning 
symptoms. 

Dr. Holliday has made a useful tabulation of the 
published cases of thiouracil agranulocytosis ; but the 
expected finding that agranulocytosis without symptoms 
has a better prognosis than that with symptoms gives no 
clue to the optimum method for supervision. How many 
blood-counts had to be done to discover these 11 cases 
one to three days before the onset of their symptoms ? 
None appear to have had their symptoms averted. It is 
unfortunate that his tables do not state the intervals 
between the onset of symptoms of agranulocytosis and 
both the cessation of thiouracil and the start of penicillin 
therapy. I do not know of any fatal cases where these 
intervals have been short. Only a serious risk of this 
outcome could justify including regular blood-counts in 
the routine of thiouracil treatment—excepting, of course, 
when an antibiotic is also being administered. A thyro- 
toxic patient is usually sufficiently nervous because of 
her disease. 

Postgraduate Medical School of 


London, W.12. RUSSELL FRASER. 


PROSPECT OF WAR 

Sir,—The correspondence initiated by Professor 
Penrose and his colleagues indicates considerable 
strength of feeling on the questions they raise, but 
does not by any means show the same unanimity of 
opinion. 

Dr. Adair Girby (Jan. 27) refers to the Society for 
Social Responsibility in Science, an American organisa- 
tion whose activities would probably be admired by all, 
and he asks that a comparable lead be given in this 
country. 

I should like to draw attention to the activities of 
the Cambridge Scientists’ Anti-War Group, which, 
though small, attempts to express the views of scientists 
who have the interests of humanity at heart. Recently, 
for example, we organised a petition among Cambridge 
scientists condemning the development of the hydrogen 
bomb. We have held a conference on secrecy in science, 
and are just completing a book in which are contrasted 
the effects on science of war and war preparations, and 
the possibilities that can be envisaged in a world at peace. 
We have dealt with topics of immediate concern, includ- 
ing, on the one hand, biological warfare, and, on the 
other, the world requirements for food and the necessities 
for their fulfilment. 

In view of the seriousness of the present situation, 
we are calling a national conference of scientists, medical 
and otherwise, who share our aims. We hope that this 
will lead to the formation of similar groups in universities 
and laboratories elsewhere, and perhaps to the formation 
of a national scientists’ organisation. At this conference 
we plan to discuss those aspects of the present political 
situation that affect both the scientist and his science. 
Prominence will be given to the special responsibility 
of scientists who are being called upon as never before 
to prostitute their work in the interests of a new and 
terrible war. All scientists are affected to some extent, 
but in many cases the connection is quite direct and 
explicit. The most glaring example, perhaps, is that 
of those physicians and their colleagues who are now 
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being asked to make the weapons of biological and 
chemical warfare. One session of the conference will 
be devoted to a discussion in more general terms of what 
can be done by scientists to prevent the present drive 
towards war. 

I hope you will allow me, through your columns, to 
ask medical scientists who would like to attend the 
conference to communicate directly with us. We wish 
to bring together all those who feel that scientists must 
take a stand in defence of their science. If we can find 
a basis for common action we will serve both our own 
good interests and those of all mankind. 

S. M. Hitton 


8, Harvey Road, Secretary, 
Cambridge. Cambridge Scientists’ Anti-War Group. 


Sir,—Statesmen of all countries claim to be working 
for the welfare of man; each claims that his is the true 
path of social salvation, and with even greater vehemence 
that all other paths lead to deserts and waste places, 
not to the lands of milk and honey. There are three chief 
systems to choose from, the competitive, the com- 
pulsive, and the codperative ; and each has its sincere 
advocates. 

Nullius in verba. May we not, as men of science, 
suggest to the disputing statesmen that they put their 
systems to the test of experiment. The world is big 
enough. Let Russia, China, and such other countries 
as wish to follow them continue to govern by the strictest 
Marxian principles ; let the New World follow even more 
zestfully the American Way of Life; and let Western 
Europe and the British Commonwealth struggle hopefully 
towards the more difficult goal of voluntary coéperation. 
After a sufficient period, say three human generations, 
there would be no need to argue or to assert ; the facts 
would be plain. There are measurable indices of social 
health, such as the infant-mortality rate, the net repro- 
duction-rate, the tuberculosis death-rate, the suicide 
death-rate, the v.D. incidence-rate, and the mental-disease 
rate. The Statistical Section of the World Health Organisa- 
tion could frame schedules for the experiment, and 
afterwards analyse the data. Interim reports could be 
published, say every ten years, and the participating 
countries could see where they were strong and where 
they were falling behind. It would be better and wiser to 
compete in a health race than in another arms race, and 
in such a cause every doctor could give his whole strength 
to his country’s effort. 

This is the scientific way of solving disputes, an 
appeal to reason, not to prejudices and fears; to facts, 
not to force ; to measurement, not to argument. I feel 
we are justified in urging its value on all who will hear us. 


Cragdale, Settle. D. P. LAMBERT. 

Sir,—Your correspondents of Jan. 20 might have 
condemned war and arming for war, as human activities, 
even more roundly. That all the “ great nations’ and 
many small ones are either fighting or arming, and that 
neither good will nor good sense, neither belief in goodness 
and justice nor enlightened self-interest, stops them 
seems to me the final demonstration of human obliquity 
and folly. Well may we confess, as units of humanity, 
that ‘‘ there is no health in us.’’ Should we catch our 
fellow citizens or our leaders preparing aggression I 
trust we should “‘ in the spirit of our chosen profession of 
healing ’’ protest. 

But we shall not so catch them. To call this nation 
“* peace loving ’’ is an exaggeration ; for love is a warmer, 
livelier emotion than we now, as a nation, seem able to 
feel for anything, good or bad. But that we have a 
profound aversion from arming for or making war surely 
cannot be doubted by any unbiased observer seeing us 
from within or, I should have thought, from Moscow or 
Peking. We went far in disarmament between wars ; 
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can any doubt that, with any practical encouragement 
from the East, we should go further now ? 

We all know that we are not preparing for aggressive 
war. Are we justified in preparing for armed defence ? 
Not if it is possible to reach a trustworthy “live and let 
live’? agreement, sealed by disarmament, with the 
Communist powers; still less if, in our hearts, we are 
weary of freedom—the freedom to think, to believe or 
disbelieve, to choose the better or the worse. But suppose 
we still cherish these freedoms and the real choice is 
between standing to arms and Communism here in our 
time, what then ? 

From Russia little news comes; but men who sound 
good witnesses talk to us soberly of what they have 
seen and heard in China and in Prague, and the story 
is always the same and matches the rumours from 
Russia and the sentiments, arguments, and slogans of 
our domestic Communists. Thought and belief are not 
free ; the end justifies the means ; there are no absolute 
values in science, art, or life—no unqualified truth, 
beauty, or goodness. ‘‘ Whosoever will be saved must 
thus think.’ There is more besides, but this is enough, 
Can members of our high profession stand for this ? 

But can arms defend us? Who can say ? Doubtless 
real love of liberty, zeal for our free institutions, dis- 
played not in words or votes but in work, is the best 
defence ; but history suggests there is a place for arms. 
At Marathon and Salamis the Greeks fought for their 
civilisation, of which free thought was the very heart. 
They won ; and if our medicine today is in debt to Greek 
thinkers, and our professional ethics to the Hippocratic 
standards of conduct, then they are in debt also to 
Greek arms and those who used them. In 1588 we and 
the Netherlanders fought on the sea to defend our freedom 
to believe or to disbelieve, to decide for ourselves between 
right and wrong. They won; and if medical research 
and practice here today need not swerve to avoid conflict 
with -ecclesiastical dogma we owe it, in part, to those 
ships and sailors. In 1914 we, and many other nations, 
fought to keep out the philosophy of Nietzsche and 
Bernhardi, the doctrine that might is right. We kept 
it out. ‘‘ They stood, and earth’s foundations stay.” 
But we went slack and in 1939 we had to fight again, 
this time against a direction of thought and enslavement 
of the mind, most definitely invading medicine, which 
seems to most of us twin brother to Communism. The 
cost was hideous. ‘‘ Victory of desolation ’’ is perhaps a 
fair phrase ; but we do keep our freedom to believe, to 
think, to choose, to decide, to be kind and tolerant, not 
to hate or despise those of some class, nation, or economic 
status not our own. 

If only arms will defend these things must we not arm, 
whatever the cost ? 
London, N.W.3. LinpsEY W. BATTEN. 

Smr,—The possibility of doctors being able to outlaw 
war by concerted action is, unfortunately, a pipe dream. 
Our opinions and ideologies cover too wide a range to 
allow of coéperation for,any purpose—this is frequently 
shown, even within the bounds of this one little 
country. 

There is, however, no doubt that most people (and most 
doctors) detest war. Most men will not work actively 
and voluntarily for a thing they do not want; but, 
curiously enough, most people (and most doctors) will 
work for war. Surely we should reorientate ourselves 
and work for peace ? 

Peace starts at home and in small communities. If 
even some of those who hate war will work for friendship 
between men at home and abroad, and will do their best 
to lessen or eliminate injustice, prejudice, and misunder- 
standing, we may slowly move towards peace. I believe 
there is no short cut. 

J. BARNARD. 


London, E.11. 
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Public Health 


Influenza 


In England and Wales influenza continues to be 
generally prevalent. In many areas, including the North 
and North-west, the incidence is declining; in other 
areas, more lately attacked, the peak may not yet have 
been reached. ‘The disease is usually mild; and the 
causative virus is now clearly A-prime. 

In the week ended Jan. 27 influenza deaths in the great 
towns totalled 1239—a rate of 59-7 per million popula- 
tion, compared with 54 per million in the previous week. 
In each of the weeks from that ended Dec. 9 to that 
ended Jan. 20 the totals were: 34, 33, 54, 102, 458, 
890, and 1099. Figures for deaths during the week ended 
Jan. 27 in the great towns grouped regionally show 
decreases in the Northern and North-western regions, 
though the rate for the North-west (104-9 per million 
population) is still the highest. There were decided 
increases in the North Midland, Midland, Eastern, and 
South-western regions and in Wales, and less significant 
increases in the East and West Ridings and the London 
and South-eastern areas; in the Southern region there 
was a very slight drop. More than 86% of the deaths 
were of patients over the age of 55. 

Influenza Abroad.—The position abroad was reviewed 
last week (p. 286). The disease is now reported to be 
prevalent in Yugoslavia ; and the type of virus is stated 
to be B. Influenza reported from Israel seems to be due 
to virus A-prime. The disease is also prevalent in Japan, 
but the type of virus is not yet known. 


Infectious Diseases in England and Wales 


Week ended Jan. 
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Estimate of Births 

The Registrar-General’s ' final estimate of live births 
to be expected in England and Wales during the quarter 
ended March 31 is 178,000 ; and the provisional estimate 
for the quarter ended June 30 is 175,000. This would 
bring the total for the first six months of this year to 
353,000, compared with 361,846 in the first half of 
1950. 

Poliomyelitis 


Since Jan. 1, 1950, doctors notifying poliomyelitis in 
this country have been required to distinguish between 
paralytic and non-paralytic forms. In charting the 
weekly totals for 1950 (fig. 1) we have therefore included 
the curve for non-paralytic cases. The proportion of 
non-paralytic cases has been found to vary widely in 
different parts of the country, and, as the chart shows, 
the proportion tends to rise as the epidemic approaches 
its peak. 

Relation to Weekly Temperature 

In fig. 2 the mean weekly temperatures at Kew have 
been charted with the poliomyelitis notifications for the 
county of London in the last few years. It will be seen 
that in all three epidemic years the epidemic began in 
the week when the temperature first reached 60°F, and 
in 1949 and 1950 the epidemic began to recede when the 
temperature first fell below 60°F. Dr. Ian Taylor, of the 
Public Health Department, London County Council, who 
compiled this chart, remarks that, despite its obvious 
fallacies, the curve seems to show that poliomyelitis is 
associated in an ‘‘all or nothing’’ manner with the 
attainment of a critical atmospheric temperature. 


1. Registrar-General’s Return for the Week ended Jan. 27. 
Stationery Office. Pp. 20. 6d. 
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Obituary 


WILLIAM EWART BARNIE-ADSHEAD 
M.B. Birm., B.Sc., F.R.C.S., F.R.C.S.E., F.R.C.0.G. 


Dr. W. E. Barnie-Adshead, gynecologist and obstet- 
rician to the Birmingham United Hospitals, who died 
on Jan. 26 at the General Hospital, Birmingham, was 
born at Dudley in 1901. He entered the Birmingham 
Medical School in 1917, and his friendliness and good 
nature soon made him popular with his fellow students, 
who elected him their representative on the Guild of 
ee and president of the Medical Students 

Jnion. 

After taking his B.sc. in 1920 and his M.B. in 1923, 
he held resident posts at the Queen’s Hospital, the 
General Hospital, and the Birmingham and Midland 
Hospital for Women. He also worked for a time in the 
London Hospital, before he obtained the fellowships 
of two Royal Colleges of Surgeons in 1926. In the same 
year, at an unusually early age, he was appointed 
assistant obstetrician and gynecological surgeon to the 
Queen’s Hospital at Birmingham. Here he was junior 
to Mr. Lewis Graham, on whose teaching and example 
he largely founded his own practice. In 1929, he joined 
the staff of the Women’s Hospital as surgeon. 

One of the first members of the Royal College of 
Obstetricians and Gynecologists he became a fellow 
in 1938, and he was lately elected to the council. For 
many years he was lecturer and examiner in obstetrics 
and gynecology to the University of Birmingham, 
and his students appreciated the value of his straight- 
forward and direct teaching. He was also lecturer and 
examiner to the Central Midwives Board. 

As a student he was remarkably good at games. He 
captained the university soccer and cricket teams, and 
he was also a member of the tennis and golf sides. For 
a season he played cricket for Worcestershire, and he 
is remembered as a sound bat and a brilliant fieldsman. 
He was one of the best amateur footballers of his time, 
and for two seasons he was an English international 
halfback. Later, when he had less time for games, 
he still played every year in the Birmingham doctors v. 
clergy cricket match. But golf became his main 
interest. As well as playing himself, he generally 
managed to watch the Open Golf Championship and it 
was a great pleasure to him to encourage his two sons 
in their progress in the Boys’ Open Championship. 

“Those who knew Barnie-Adshead well,’ writes 
F. chit} “‘recognised in him a man of the highest 
integrity, with deep convictions. Modest about his own 
merits, he did not try to create an impression but 
tended rather to minimise his achievements. His 
views were known to be unprejudiced and were listened 
to with respect. One of the kindest of men, he was 
very reluctant to criticise or impute unworthy motives 
to others. His charm of manner and natural sympathy 
and understanding made him popular with his patients, 
and his colleagues valued his sound clinical judgment. 
As an operator he was reliable and safe, deliberate but 
quick, and with no striving after effect. ‘ Barnie’ 
had many friends both inside and outside the profession. 
It was a great grief to them to learn that he, who had 
always seemed so full of vitality, had been stricken. 
Those who visited him during his illness were impressed, 
though not surprised, by his courage and fortitude.” 

J. F. B. writes: ‘‘ Perhaps it was because of his 
perfect natural physical abilities that Barnie-Adshead 
was above all the misfortunes of ambition. The affection 
of his patients, his successes in his surgery came as 
naturally as his games—for he was a first-class sportsman 
in football, cricket, golf, and tennis. His counsel was 
at all times thoughtful and free from bias, and his happy 
outlook brought good fellowship where there might have 
been estrangement. His memory will always be cherished 
by those fortunate enough to be associated with him ; 
particularly those of us who were his fellow students and 
shared his confidence. In the prime of his condition his 
astounding courage in facing the inevitable will always 
be an inspiration.” 

He leaves a widow, Dr. Eileen Adshead, and two sons, 
both of whom hope to become doctors. 
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Notes and News 


CODE OF SURGICAL OPERATIONS 


THE Registrar-General announces that the first draft of 
a Code of Surgical Operations has been prepared with the 
help of his Advisory Committee on Medical Nomenclature 
and Statistics, and making full use of existing American 
classifications. The 3-figure code is divided into fifteen main 
sections according to the surgical specialty or broad anatomical 
location of the operation, with subsections giving greater 
detail of the site. Within each subsection is a grouping 
according to the different operational procedures, with 
tabular lists of the principal ones included in each category. 
The draft code is being tried in certain hospitals; and it 
is hoped that, with amendments resulting from this trial, 
a provisional code for wider use may be issued in 1952. The 
provisional code will form the basis of this country’s recom- 
mendations to W.H.O. for an International Code of Operations 
to supplement the International Statistical Classification of 
Diseases, Injuries, and Causes of Death. 


VOLUNTARY WORK FOR OUR HOSPITALS 


THE pattern of our social services is changing, and the 
National Council of Social Service are wisely reconsidering the 
proper place of the voluntary worker in the new régime. 
With the financial support of King Edward’s Hospital Fund 
they are making a special study of voluntary services in the new 
hospital system. Mr. John Trevelyan, former director of 
education for Westmorland, is the director of the inquiry, and 
the advisory committee consists of Lady Norman (chairman), 
Dr. Janet Aitken, Mr. S. F. Burman, Sir Wilson Jameson, 
F.R.C.P., Mr. G. Mitchell, and Dr. Keith Murray. 


TUBERCULOUS IMMIGRANTS 


THE regulations for the medical examination of immigrants 
have lately been discussed by the Joint Tuberculosis Council. 
They fear that among the people who come to settle in this 
country there may be undetected cases of tuberculosis. At a 
recent meeting of the council Dr. Sybil Horner, who is observer 
for the Ministry of Labour, described the procedure of that 
Ministry for dealing with the immigrants they sponsor, most 
of whom are Italians. These immigrants are examined in 
Italy, according to standards laid down by the Ministry of 
Health, by doctors appointed by the Italian ministry of labour. 
A miniature chest X ray is made followed by a full-sized film 
where necessary, but it is not known whether the doctor 
who reports on the film is always of consultant status. The 
miniature film is included in the immigrant’s dossier and is 
available to the port medical officer, who himself examines 
the immigrants at the port of entry. The immigrants are 
first sent to a reception centre in London and then to a depot 
in Oldham till they are dispersed to their places of employ- 
ment. Further medical examinations could be carried out at 
either of these centres if necessary. The Ministry of Labour, 
Dr. Horner said, would be glad to know of instances of people 
reasonably suspected of having tuberculosis before immigration 
who had been accepted under the scheme. Some of the 
trouble in the past might, she thought, have been with 
displaced persons from other war areas who are now no longer 
being brought over, or with people brought over by private 
arrangement, for whom no special provisions exist. The 
repatriation of tuberculous immigrants is difficult, because 
they can only be sent home if they are fit to travel and willing 
to go. After hearing the measures taken at present, the council 
remained uneasy. The regulations, they thought, are not 
sufficiently stringent. ,It is essential, they hold, that the 
doctors who scrutinise the X-ray films should be of consultant 
status. Large films, as well as the miniatures, they also suggest, 
should accompany the immigrant. 


BRITISH STANDARD FOR CHILDREN’S COTS 


Tuts standard (B.S. 1694/1950) covers children’s metal cots 
suitable for use in hospitals and similar institutions. The 
standard height of the cots to the top of the corner castings 
is 2 ft., but alternative heights of 2 ft. 3 in. and 2 ft. 6in. have 
also been provided. Similarly a standard length of 4 ft. 6 in. 
has been adopted, but an alternative length of 5 ft. has been 
standardised for use in special cases. The dimensions of the 
gaps between the tubes and bars forming the ends and the 
sides are to be not less than 3 in. or more than 31/, in., in order 
to avoid the risk of a child being trapped or injured. The 
standard does not prevent the incorporation of additional 
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features, such as a removable head end or an adjustable 
back-rest. Copies of this standard may be obtained from the 
sales department of the British Standards Institution, 
24, Victoria Street, London, S.W.1, price 2s. 6d. A separate 
standard covering wooden cots for domestic use is being 
prepared. 


University of Cambridge 

On Jan. 27 the following degrees were conferred : 

M.B., B.Chir.—L. J. H. Arthur, N. B. Atkin, * J. A. C. Bamford, 
* A, P. Barclay, M. H. S. Bound, * J. W. Bradbeer, * A. A. F. 
Bryson, * W. E. G. Buckley, * A. S. F. Butcher, * E. P. Cadbury, 
* Kileen H. Coats, * P. H. Crosskey, * J. C. M. Currie, J. M. H. 
Dickson, * B. O. L. Duke, * John Fairgrieve, R. M. Ff. Fox, * P. H. 
Gorodi, * A. T. G. Gunn, * J. M. Heaton, * Una M. P. Hill, * Geoffrey 
Hirst, *M. L. House, * E. W. Jones, * A. B. MecGrigor, J. J 
McMullan, * D. S. H. W. Nicol, * F. 8S. Perry, * J. R. H. Pinkerton, 
*Pp. J. Randle, * J. R. Rees, * J. M. G. Ritchie, * H. B. Russell, 
*J. J. H. Rymer, * Hiran Sirikantha-Kirthi, P. C. Steel, * J. D. E. 
Strong, * P. W. Tucker, * P. H. Wheeler, * R. A. Williams. 

* By proxy. 

University of London 

Dr. Ian Donald has been appointed to the university 
readership in obstetrics and gynecology at St. Thomas's 
Hospital Medical School. 


Dr. Donald graduated B.A. at Cape Town in 1930 before beginning 
his medical studies at St. Thomas’s Hospitalin London. He qualified 
in 1937 and he held a registrarship at the General Lying-in Hospital 
before returning to St. Thomas’s as first assistant in the department 
of obstetrics and gynecology. During the war he served with the 
medical branch of the R.A.F. and he was mentioned in despatches 
and appointed M.B.E. for his services. He took the M.p. Lond. 
and the M.R.c.0.G. in 1947. At present he holds the posts of clinical 
tutor in obstetrics and gynsecology at St. Thomas’s and of chief 
assistant at the Chelsea Hospital for Women. His published work 
includes a paper on Uterine Rupture. 


University of Manchester 
Dr. W. H. Trethowan has been appointed lecturer in 
psychiatry. 


Royal College of Physicians of Ireland 


On Feb. 2 the following were admitted to the membership : 
J. C. Dutta, William McAdam, Mary B. O’Donnell. 


Association of Surgeons of Great Britain and Ireland 

The annual meeting of the association will be held in Man- 
chester on Thursday, Friday, and Saturday, July 19, 20, and 
21. The programme will include discussions on Head Injuries 
(opener, Sir Hugh Cairns) ; Infections of the Hand (Mr. R. M. 
Handfield-Jones and Mr. W. Gissane); Carcinoma of the 
Colon (Mr. C. Naunton Morgan); Acute Pancreatitis (Dr. 
H. T. Howat); After-history of the Amputee in Peripheral 
Vascular Disease (Mr. W. A. Mackey and Prof. George 
Perkins). 


Faculty of Ophthalmologists 


The annual general meeting will be held on Wednesday, 
March 28, at 2.30 P.M. 


British Association of Otolaryngologists 

The following have been elected officers of the association 
for 1950-51: president, Mr. V. E. Negus; vice-president, 
Prof. F.C. Ormerod ; secretary, Mr. F.C. W. Capps ; treasurer, 
Mr. W. A. Mill. 


Conference on Tuberculosis 

The Socialist Medical Association and the London Trades 
Council are holding a conference on tuberculosis on Saturday, 
Feb. 10, at 2 p.m., at St. Pancras Town Hall, Euston Road, 
N.W.1. Further particulars may be had from the secretary 
of the council, 5, Guildford Place, W.C.1. 


Medical School for non-Europeans in South Africa 

A letter on the medical education of Africans, which 
appeared in our issue of Nov. 25, mentioned the Union govern- 
ment’s intention to open a non-European medical school. 
It is now officially stated that the new school has been 
“swamped with applications from native, Indian, and Coloured 
students from all over the Union.’ The aim of the school 
is to turn out at least 20 qualified non-European doctors each 
year. A special building is being erected to house the medical 
school at Durban, Natal, at a cost of more than £200,000, and 
it is to be ready by 1953. At present a few non-Europeans 
are trained at European medical schools in the Union. When 
the separate school has been completed, “ apartheid” will 
be applied to the study of medicine, and non-Europeans will 
not be accepted in other schools. 
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Dental Fellowships for Doctors 

The Nuffield Foundation is offering fellowships of £500 to 
£800 to graduates in medicine and science to receive training 
that will qualify them to undertake teaching and fundamental 


research on dental health and disease. Further particulars 
will be found in our advertisement columns. 


Princess Tsahai Memorial Hospital 

A further £2000-£3000 is needed to complete the equipment 
of this hospital in Addis Ababa. Donations should be sent 
to the hon. treasurers, Lord Horder and Lord Amulree, 
c/o Messrs. Gould & Prideaux, 88, Bishopsgate, London, 
E.C.2. 
Shortage of Hospital Beds 

A deputation from the British Medical Association’s General 
Medical Services Committee visited the Ministry of Health 
on Jan. 30, to discuss the increasing difficulty experienced 
by doctors in finding hospital accommodation for acute cases. 
According to a statement which was issued afterwards, a 
number of suggestions were made to the Ministry. These 
were being considered ; and discussions, to be attended by 
medical officers of regional hospital boards, would continue. 
Health Services Conference 

A conference to bring together representatives from all 
branches of the National Health Service will be held in 
London at Church House, Westminster, from March 14 to 16 
to discuss Administrative Problems of the Health Services. 
Mr. Henry Lesser will be in the chair, and speakers will include 
Dr. A. Talbot Rogers, Dr. T. Rowland Hill, Dr. A Torrie, 
Dr. J. A. Scott, and Dr. W. G. Patterson. Further particulars 
may’ be had from the secretary of the Institute of Public 
Administration, 76a, New Cavendish Street, W.1. 


French Government Exchange Scholarships 

Under a reciprocal arrangement with the Centre National 
de la Recherche Scientifique, the Medical Research Council 
invite applications from young graduates in medicine or 
science who have already had some experience in a branch 
of medical science, excluding clinical medicine, for two 
scholarships tenable at research institutions in France during 
1951-52. Candidates must be of British nationality and 
have at least a working knowledge of French. The stipend 
will be within the range of 40,000—-60,000 francs a month, 
and married men will receive a supplementary allowance. 
Forms of application, to be returned by March 31, may be 
had from the secretary of the council, 38, Old Queen Street, 
London, 8.W.1. 


Meeting of W.H.O. Executive Board 


A meeting of this board opened at Geneva on Jan. 22 with 
Dr. H.S. Gear in the chair (see Lancet, Feb. 3, 1951, p. 297). On 
Jan. 24 the board decided, in view of the international situa- 
tion, to postpone the first meeting of the Committee for the 
Western Pacific Region, which is served at present by an office 
in Hong-Kong; the meeting was to have been held in March. 
With regard to Europe, the board approved the convening 
this year of a special consultative committee, to discuss 
future activities. On Jan. 26 the International Antivenereal 
Disease Commission of the Rhine was formally created. This, 
the first intergovernmental commission established within the 
framework of W.H.O., includes Belgium, France, the Nether- 
lands, and Switzerland ; the German féderal government will 
be represented by observers. The commission, which will have 
its administrative centre in Strasbourg and a technical and 
medicosocial secretariat in Rotterdam, is to coérdinate the 
venereal-disease services of the five Rhine-bordering countries 
for the benefit of Rhine River boatmen ; and, where necessary, 
it will establish diagnostic and treatment centres in the main 
river ports. 

On Jan. 29 the board discussed the proposed W.H.O. 
budget of $8,300,000 for 1952. Several members doubted 
whether additional financial burdens should be imposed on 
governments ; but Dr. Brock Chisholm, the director-general, 
declared that 1952 would be a crucial year for W.H.O.—a year 
in which the Organisation should decide whether it was going 
to “‘ become a parasite or a leader.”’ He believed that millions 
of people throughout the world were prepared to spend large 
sums of money for health rather than for defence; and in 
any case the small amounts asked of each government for 
world health could not prejudice the execution of other 
programmes. The board, unable to agree, referred the question 
of this budget to the Committee on Administration and 
Finance. 
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Scholarships Abeeet 


The British Council has published a handbook describing 
some seventy scholarships, mostly for postgraduate study, 
which are offered by fifteen foreign governments and univer- 
sities to British students for the academic year 1951-52. 
The headquarters of the British Council are at 65, Davies 
Street, London, W.1. 


CORRIGENDUM 
Surgery in Sciatica and Low Back Pain 

Owing to the omission of a sentence from their typescript, 
the final section of the article by Mr. Burns and Mr. Young 
last week (p. 245) may convey an impression very different 
from the conservative views expressed in the rest of the article. 
The missing sentence was the first, and the section should read , 
“ Summing-up 

When operation has been decided on, the choice of operation 
is made as follows : 

If there are well-marked physical signs indicating a pro- 
trusion, the disc should be exposed and removed. If the 
physical signs are slight, as in many cases of chronic lame 
back, the lesion will be neither well-defined nor what we have 
called ‘ripe’; in these patients grafting will usually be 
preferred. In a few cases the decision will be difficult ; then 
one may choose to inspect the disc and, if the findings are 
indefinite, do a fusion at the same operation.” 
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Births, Marriages, and Deaths 


BIRTHS 


CuILps.—On Jan. 26, at Southsea, Hants, the wife of Dr. H. K. 
Childs—a daughter. 

GaMMIE.—On Jan. 30, the wife of Dr. J. L. 

LEES.—On Jan. 17, the wife of Dr. George Lees—a daughter. 

SEYMOUR-JONES.—On Jan. 20, at Southsea, Hants, the wife of 
Mr. Anthony Seymour- -Jones, F.R.C.8.—a& daughter. 

SoLOMONS.—On Jan. 27, in Dublin, the wife of Dr. Bethe] Solomons, 
jun.—a son. : 

TIBBETTS.—On Jan. 29, in Birmingham, the wife of Dr. R. W. 


Tibbetts—a daughter. 
23, the wife of Dr. E. 


Gammie—a son. 


WALWYN-JONES.—On Jan. 


O. Walwyn-Jones 
—a daughter. 


MARRIAGES 
DILLON—CAMERON.—On Feb. 2, in London, Frederick Dillon, 
M.D., to Dorothy Cameron. 


pu HrauME—GIFFIN.—-On Jan. 29, at Ballymena, co. 
Brian Herbert du Heaume, M.R.C.S., to May Giffin. 

L.aASK—ORASMAE.—On Jan. 25, in London, Samuel Lask, M.D., 
to Salme Orasmie. 


Antrim, 


DEATHS 


BARNIE-ADSHEAD.—On Jan. 26, in Birmingham, William Ewart 
Barnie-Adshead, F.R.C.S., F.R.C.S.E., F.R.C.0.G. 
BEARBLOCK.——On Jan. 31, Peter Esdaile Bearblock, 
aged 80. 
BRETT.—-On Jan. 30, at 
M.R.C.S. 
HEMMING.—On Feb. 
M.R.C.S., aged 83. 


M.R.C.S., 


Canterbury, Arthur Granville Brett, 


1, at Brighton, Charles Harold Hemming, 


KELLER.—On Jan. 28, Nicholas Joseph Keller, F.R.C.S.1. ; 
OLIVER.—On Jan. 28, at Maidstone, Charles Pye Oliver, C.B., 
C.M.G., T.D., M.D., D.P.H., aged 89. 


©’ RoRKE.—On Feb. 


1, in London, Frederick John William Trench 
O’ Rorke, 


L.R.C.P.1. 


- Diary of the Week 


FEB. 11 To 17 
Monday, 12th 
MEDICAL SOCIETY OF LONDON, 11, Chandos Street, W.1 


8.30 P.M. Mr. Hedley Atkins, Dr. Ralston Paterson: Carcinoma 
of the Breast. 


Tuesday, 13th 
ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 


5 P.M. Mr. Harvey Jackson: Tumours of the Orbit. (Hunterian 
lecture.) 


UNIVERSITY OF LONDON 
5 P.M. a Medical School, ee" Road, S.W.1.) 


Mr. C R. Morris, PH.D. Adrenocorticotrophic 
Hormone of the Pituitary Gland. 


BRITISH POSTGRADUATE MEDICAL FEDERATION 

5.30 P.M. (London School of Hygiene, Keppel Street, W.C.1 
Dr. Russell Fraser: Antithyroid Drugs. 

mee x OF DERMATOLOGY, St. John’s Hospital, 


5p.mM. Dr. J. O. Oliver: 
INSTITUTE OF 
W.C 


Lisle Street, 


Sedimentation Rate in Dermatelogy. 
NEUROLOGY, National Hospital, Queen Square, 


5 P.M. Prof. M. Bleuler (Ziirich) : 
Disease. 
INSTITUTE OF OPHTHALMOLOGY, Judd Street, W.C.1 
5.30 P.M. Mr. Hugh Davson, D.Sc. Nervous Aspects of the 
Control of the Intra-ocular Pressure. 
CHELSEA CLINICAL SOCIETY 
7 P.M. (South Kensington Hotel, 47, Queen’s Gate Terrace, 
S.W.7.) Dr. S. Wand, Mr. Lawrence Abel, Dr. J. A. 
Gorsky : Impact of Politics on Medicine. 


Wednesday, 14th 
ROYAL COLLEGE OF SURGEONS 
5 pM. Sir Max Page: The Hunterian Heritage. 
Oration.) 
UNIVERSITY OF LONDON 
5.30 P.M. (St. Mary’s Hospital Medical School, W.2.) Mr. S. R. M. 
Reynolds, PH.D. : Uterine Accommodation of the Products 
of Conception. (First of two lectures.) 
INSTITUTE OF DERMATOLOGY 
5 P.M. Dr. R. W. Riddell: 
INSTITUTE OF PSYCHIATRY, 
S.E.5 


Psychopathology of Cerebral} 


(Hunterian 


Medical Mycology. 
Maudsley Hospital, 


2.45 p.M. Professor Bleuler Acromegaly and 
States—Psychiatric and Genetic Aspects. 


Thursday, 15th 
ROYAL COLLEGE OF SURGEONS 
5P.M. Mr. Denis Browne: Congenital Deformities of Mechanical 
Origin. (Hunterian lecture.) 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 P.M. Dr. G. W. Harris: Neural Control of the Pituitary 
Gland. 
CHARING CROSS HOSPITAL MEDICAL SCHOOL, Chandos Place, W.C.2 
6. P.M. Lord Horder : T. H. Huxley—Humanist. (Huxley lecture.) 
WESTMINSTER MEDICAL SCHOOL 
5 p.m. Dr. R. D. Tonkin: roman pet Pulmonary Collapse. 
BRITISH INSTITUTE OF RADIOLOGY, Welbeck Street, W.1 
8.15 P.M. Dr. J. Brailsford : Relation Value of Radiology in 
the Prevention of Tuberc ulosis. 
INSTITUTE OF OPHTHALMOLOGY 
5.30 P.M. Dr. M. Langham: Physiological Factors Affecting the 
Penetration of Antibiotics into the Eye. 
INSTITUTE OF PSYCHIATRY 
3 P.M. Dr. W. Mayer-Gross: Experimental Psychoses and 
Other Abnormal] Mental States Produced by Drugs. 
ROYAL SOCIETY OF TROPICAL MEDICINE AND HYGIENE, 26, Portland 
Place, W.1 
7.30 P.M. Dr. J. Newsome: Recent Investigation into the Treat- 
ment of Schistosomiasis by ‘ Miracil D ’ in Egypt. 
LIVERPOOL MEDICAL INSTITUTION, 114, Mount Pleasant, Liverpool, 3 
8 pM. Dr. J. S. Fulton: Present Scope and Limitations of 
Radiotherapy. 
UNIVERSITY OF ST. ANDREWS 
5 p.M. (Medical School, 
MacFeat : 


Friday, 16th 


FACULTY OF RADIOLOGISTS, 45, Lincoln’s Inn Fields, W.C.2 
2.15 p.m. Diagnosis Section. Dr. C. J. Hodson: Behaviour of 
*‘ Lipiodol’ in Bronchial Tree. Dr. J. W. McLaren, 
Dr. G. M. Ardran: Radiological Studies of Movements 
eae’) Duodenal Cap, Duodenum, and Jejunum in Man. 
ilm. 
EUGENICS SOCIETY 
5 p.M. (26, Portland Place, W.1.) M 
Eugenics and Human Ecology. 
LIBRARY ASSOCIATION 
7Pp.M. Medical Section. (11, Chandos Street, W.1.) Dr. W. R. 
Bett: Problem of Medical Language and Jargon. 


Denmark Hill, 


Acromegaloid 


Small’s Wynd, Dundee.) Dr. 


George 
Family Doctor and the Future. 


r. G.C, L. Bertram, PH.D.: 
(Galton lecture.) 


Saturday, 17th 
BIOCHE mn Society 
lla 


. (London School of Hygiene.) Symposium on Biochemistry 
Gametes. 


a Fertilisation and the ¢ 
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The OUTLOOK 
can be made FAIR 









During the menopause, when the emotional outlook 
is as changeable as the weather, balance may be 
restored and the outlook ‘ set fair’ by the adminis- 


tration of Euvalerol M. 


Euvalerol M, containing an odourless preparation 


of valerian with } grain (16 mg.) phenobarbitone and 





0°1 mg. stilbcestrol in each fluid drachm, is designed 
to counteract the vasomotor and psychic disturbances 


of the menopause. 


Diminution of symptoms, general improvement in 
well being and restoration of emotional stability are 


rapidly observed following the use of Euvalerol M. 


EUVALEROL M 


In bottles of 4 and 8 fluid ounces. 


ALLEN & HANBURYS 


TELEPHONE I ol ae bad 
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When convalescents 


need a pick-me-up 


ra 
Ww so 


Moussec is a perfect natural sparkling stimulant 
for cases of mental depression, debility and general 
apathy. Produced only from specially selected 
grapes by the entirely natural process of double 
fermentation and free from fortification by any 


form of spirit it is purity and goodness itself. 


The Baby bottle (one glass size) is both adequate 
and economical. It ensures that the patient gets 
the benefit of Moussec always in its freshest, 
most sparkling form. 


Baby Moussec is obtainable from all Wine 
Merchants and Licensed Grocers at 2/2. There 
are also larger sizes at 4/3, 8/9 and 16/6. 


MOUSSEC LTD., RICKMANSWORTH, HERTS, 
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17 
fLis of ci®° MALARIA CYCLE 


Quinine acts on the blood stages in the 
life-cycle of the malarial parasite and in spite of 
recent advances in chemotherapy remains 


a standard remedy in the treatment af malaria. 


ARN 
HOWARDS OF ILFORD &= 


Makers of Quinine Salts since 1823 
HOWARDS & SONS LTD. ILFORD near LONDON 


Tews 








When advice on 


is necessary or desirable ! 


IT IS ALWAYS WISE 
TO PRESCRIBE — 


*RENDELLS PRODUCTS 


Based on clinical and*biological experience, Rendells 
Products are prescribed in all parts of the world, and 
the complete range of chemical contraceptives now 
available gives the practitioner a wide scope in choosing 
the best method suitable to the patient concerned. 


* Complete professional literature, including a new publication 
“* Contraception in Medical Practice,”’ can be sent on request. 


W. J. RENDELL LTD. 


Manufacturing Chemists 


ICKLEFORD MANOR, HITCHIN, HERTS. 


Also at 


. SYDNEY (AUS.), WELLINGTON (N.Z.), RIO DE JANEIRO, PARIS 





20 





In your experience 
is this list 
complete? 


Here is a list of ten points that sum up what fifty hospitals 
ask of the mattresses that we supply for their beds. We, at 
Intal@k, ask — can you add to this list ? Can you point to any need 
of modern medicine that it does not cover ? 


' Correct Support. The patient, unless otherwise required, 
should be supported so that the spine is straight — the position 
most restful and relaxing and helpful to recovery. 


2 Prevention of Chafing. The springing must not flatten 
the fleshy parts of the body. 


3 Prevention of bed fatigue. There must be full support 
where the body is heaviest ; no sagging ; less tendency for the 
body to slip. 


4 Easy sterilization. All metal parts must be rustless and fit 
for repeated sterilization. 


5 Satisfactory stoving. Sprifgs must be of a type whose 
life is lengthened, not lessened, by frequent stoving. 


6 No tufts or piping. These can collect dust and germs 
and must be avoided. 


7 Removable ticking. 
laundered separately. 


To be easily slipped off and 


8 Variable construction. Mattresses varying in thickness 


and part mattresses for “‘Fowler’’ type and other adjustable beds 
must be available. 


9 Facilities for re-using Hospital’s own materials: 
good hair from existing mattresses being employed again witb 
Intalok spring centre. 


10 Ten years’ guarantee with every mattress. 
il ? 


Can you increase our knowledge ? 


We have made it our aim in business to supply the medical world 
with exactly the sort of mattress its work demands. To do that we 
must know what those demands are. If you can tell us of any 
requirement that our mattresses and our service are not supplying, 
we undertake to produce what you need, no matter what it costs us 
in research and experiment. 


NOTE : A list of hospitals now using Intalok Mattresses will be 
supplied confidentiall:) to buying authorities who care to apply. 
Please write to INTALOK, LTD., Leicester Road, Nuneaton. 


bN 
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PRODUCT OF THE SLUMBERLAND GROUP 
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PRE-NATAL DIET 


and the course of PREGNANCY 


The normal functioning of the reproductive organs during 
pregnancy depends, among other things, upon an intake of 
vitamins and minerals. ° 

Medical opinion is gaining ground that an _ increased 
quantitative requirement for Vitamin B is indicated in late 


The value of the constituents of ‘ Supavite’ in pregnancy 
may be summarised as follows : 


Vitamin A ‘ 
Assists growth. Anti-infective and anti-xerophthalmic. 
Vitamin B, 


Assists growth. Aids functions of the gastro-intestina] 
tract and the nervous system, 











































als pregnancy and the early puerperium. Its administration Vitamin B, 
“ during the period before childbirth has resulted in less Maintains nervous stability, healthy skin, Assists digestion. 
¥ vomiting and nausea and in marked improvement in the Vitamin C 
nutritional value of the breast milk. In order to assure ss heed ee 
ed. 5 oa A Vitamin D 
sar the building of the foetal bones in utero and a supply of a Seni siiiimeshaiehenis hiletics te te. Moai: 
necessary constituent of the breast secretions, the importance Mobilises bone-forming substances, 
of calcium is also established. — E 
- In Supavite Capsules the practitioner has at hand a com- ee ee 
iy = f th 4 oh tial vi A so Nicotinamide 
bination of these and other essential vitamins and minerals Essentia} for the health of the skin and alertness of the 
- in scientifically balanced form of particular value in — 
. ‘ Iron 
maternity cases. SR 8h 
d fit (24.8 Calcium 
S U V i T - An aid to formation of foetal skeleton and enrichmerit of 
breast milk. 
108¢ mH Phosphorus 
a CRPSULES Necessary in general metabolism and the nutrition cf 
THE ANGIER CHEMICAL CO. LTD., 86 CLERKENWELL RD., LONDON, E.C.1 eandimetietese ‘sagen 
rms 
and 
a BRING SHADOWLESS LIGHT 
eds 
TO THE PATIENT 
als: 
witb i 
This portable floor stand type of shadowless lamp has been 
designed expressly to meet the varied circumstances in hos- 
pital and surgery under which an intense yet cool, a penetrat- 
ing yet diffused, shadowless light has to be employed for both 
orld examination and operation. 
it we ° . ° ° 
ony No fragile glass mirrors or lenses are used in the optical 
ying, arrangements, construction is extremely robust and the lamp 
its us 
can be moved about without its efficiency being impaired. 
ill be Cost is low, current consumption is low. Ceiling and wall 
oe = bracket models are also available. May we send you full 
particulars? 





KELVIN HUGHES 


Shadowless Lamps for Hospital and Surgery 





UP KELVIN & HUGHES (INDUSTRIAL) LTD -2 CAXTON STREET - LONDON SWI 
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“SEDOVAS’ 


CAPSULES 
C&A. | 
(POISON P.I. Sch. 4) 


Indicated in High Blood Pressure 
with Associated Arrhythmic Heart 
« 


DESCRIPTIVE LEAFLET 
SENT ON REQUEST 


Each Capsule contains :— 


GLYCERYL TRINITRATE, gr. 1/200. PHENO- 
BARBITONE, gr. 1/2. ACID NICOTINIC, 50 mgms. 


























A product of The only Brandy 
CLAY & ABRAHAM LTD bottled at the 
Manufacturing Chemists, L'VERPOOL, !. Chateau de Coquac 
ESTABLISHED 1813 
OA 150 | eee a oe 1295 




















For COLDS, INFLUENZA, BRONCHITIS, WHOOPING - COUGH, 
CATARRH, ETC. 


Wright's 


COAL TAR INHALER AND VAPORIZER 
WITH WRIGHT’S COAL TAR VAPORIZING LIQUID 








supplies now freely available 





May b be “ 
“ndey mn escriber 


the 
Migy, 
RCE AL 





Always specify Wrighi’s 
Invaluable for giving quick relief 


from distressing congestive conditions. 


WRIGHT LAYMAN & UMNEY LTD., 44-50, SOUTHWARK STREET, LONDON, S.E.1 
MANUFACTURERS AND PROPRIETORS OF WRIGHT’S COAL TAR SOAP 
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GLINITEST 


REGD TRADE MARK 





| 
| 


| Approved by the 
Medical Advisory 
Committee 
of the Diabetic 


Association 


Doctors and diabetic patients | 
appreciate the advantages of 
this convenient tablet method 








| fordetecting urine-sugar. Based | 
on the same principles as the 
Benedict Test, ‘Clinitest’ pro- 
vides a copper-reduction test | 


| 


with all reagents compressed 
in a single tablet. 











one-minute tablet test 


for detecting urine-sugar 


NO EXTERNAL HEAT REQUIRED. The heat is self-generated by 
the tablet. 
SIMPLICITY. There are three simple steps. Place five drops of 


| urine in a test tube, add ten drops of water. Drop one ‘ Clinitest’ 


tablet into the solution and allow thirty seconds for reaction. 
Then compare with colour scale. 

SPEEDY—DEPENDABLE. The test takes less than one minute, 
but the sensitivity and reliability are equal to the other standard 
qualitative copper-reduction tests. 

CONVENIENT — PRACTICAL. All essentials fit into a small pocket- 
sized container. 





NEW PRICES TO THE PUBLIC 


Complete Set, including 36 tablets - 10/- 
Refill Bottles (36 tablets) = - 3/6 


Supplies are now available through most good-class 
chemists or from the Sole Distributors, from whom 
full information and medical literature can be obtained. 











‘CLINITEST’ and the N.H.S. 


*Clinitest’ sets and refill bottles of tablets comply with 
the official specifications for appliances and reagents 
for urine sugar analysis which may be prescribed on 
Form EC10. 





DON 8. MOMAND LTD. . 
58 ALBANY STREET, LONDON NW1 


Sole Distributors for the Ames Company Inc. 


A PRODUCT OF AMES COMPANY INC, 
J ELKHART, INDIANA, USA 














in the treatment of 


GRAVITATIONAL AND TROPHIC ULCERS 


TWO-WAY STRETCH 







) SURGICAL 
STOCKING 





MADE ENTIRELY 
OF ELASTIC NET 


Lastonet, the renowned made-to- 
measure Surgical Stocking is now 





In long-standing cases of g and 
trophic ulcers, Cimlac Gauze wil be found 
a valuable treatment to promote regeneration 
of devitalized tissues and to control infection 
due to the presence of Ps. Pyocyanea and 
B. Proteus, which are very often causative 
factors of delayed healing. 
Cimlac Gauze is prepared with sterilised 
Available only to Hospitals, glyco-gelatin, which supplies substances 
Private Practitioners and required for 4 goon oF of = _ 
; cicatrization. e com ination ° exy!- 
Medical Depts. in Industry. resorcinol and Aminacrine Hydrochloride in 
the glyco-gelatin medium exerts a remarkable 
inhibitive action on Gram-positive and Gram- 
negative organisms. 


Samples and literature gladly sent on request. 


NON-GREASY NON-ADHERENT 
WOUND DRESSING 








CALMIC LIMITED + CREWE HALL + CREWE 





ilable with a Nylon mixture 
foot, giving greatly increased wear. 
Although lightweight, Lastonet pro- 
vides full two-way support. Its 
net construction allows the air to 
circulate freely round the leg. 
Washable, and invisible under the 
normal stocking. 
Measurement forms and full par- 
ticulars from leading Chemists, or, 
in case of difficulty, direct from 
the makers, 





No increase 
in price. 


Lastonet Products Ltd., 
Carn Brea, Redruth, Cornwall 
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A case for the Surgeon 


Here are the world’s finest scalpels & handles 
packed in a neat, tastefully designed plastic case 
that is compact, easy to use and which meets the 
strict standards of hygiene and aesthetics of the } 
modern operating theatre. Contains 3 different 





handles & 6 dozen blades in 9 shapes, as illustrated. 


nahi 


Details from W. R. SWANN & CO. LTD - Penn Works - Sheffield - 6 












Members of the medical 
profession recognize the 
‘*Perfex ’’ Enema Syringe 
as a superior product of 
its kind. It is long-lasting 
because of the finest 
quality seamless rubber used in its construction. 

The ‘‘Perfex’’ has a perfect finish . . . is hygienic and 


easily kept like new. Complete with bone rectum pipe, 
rubber vagina pipe and leather shield, and packed neatly 
in an attractive box. 





j. G. INGRAM & SON, LTD. 


THE LONDON INDIA RUBBER WORKS 
HACKNEY WICK, LONDON, E.9 
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“THE NEEDLE’ 
STAFFIN, SKYE 


Towering nearly 2,000 
feet above the village 
of Staffin in Skye, ‘The 
Needle’ is one of many 
fantastic rock pinnacles 
in this wild and remote 
spot. 


REGO, TRADE Manx 


HYPODERMIC NEEDLES are precision-made from rust- 
proof stainless steel. Guaranteed to give a maximum number 
of injections without resharpening, they are themselves 
safeguarded against the minutest flaws by a series of severe 
tests, Use Vim needles with Vim Hypodermic Syringes. 
HYPODERMIC SYRINGES. Individually calibrated 
and made from glass of high thermal resistance. May 
be sterilized at 160°C. Maximum compression ensured 
by individual matching of barrel and plunger, and 
careful precision grinding. A plunger-retaining clip is 
standard. Sizes up to 20 ml. Repair service available. 


Please write for our illustrated price list 
Distributors (except Canada) 


Head Office : 


THE OLD MEDICAL SCHOOL, PARK ST., LEEDS, 1 
also at 38 Welbeck St., London, W.1 


Sole British and Empire 


a 
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A TREATMENT TABLE of outstanding merit 









The design of this Therapy Treatment Table was universally approved 
by visitors to the Congress of Radiology exhibition. The three 
adjustable main sections provide a unique choice of positions all 
obtained in simple fashion. Controls are rigidly locked and duplicated 
on opposite sides of the table; braking, raising and lowering are 
foot-operated, thus leaving the hands free. Construction is on clean, 
modern lines without impeding projections. In every way the Table 
facilitates treatment by the most advanced techniques. 


For a full description please apply to 


MARCONI INSTRUMENTS LTD 


Contractors to H.M. Government. ST. ALBANS, HERTS - Phone: St. Albans 6161 /5 





Packed Power for 
Modern Techniques 





" 
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: PHILIPS DX3 FOUR-VALVE DIAGNOSTIC UNIT 

“ This four-valve diagnostic unit by Philips | introductionofmains frequency compensa- 

ry positively compels attention. Its fine | tion. They endorse, too, the ‘Quantic’ 

es engineering features, its guaranteed | automatic control which exercises constant 

te performance and proved reliability place vigilance in the ‘safe maximum’ region 
it unmistakably in the distinguished class. | and protects the tube against overload. 
Proof that in the ‘DX3’ progressive | The ‘DX3’ is of medium output — 100 
radiological opinion has been very well | kVp and up to 300 mA fitted with oil 
interpreted is evident from the enthusiasm | immersed valves and arranged for two 
with which it has been received. Users | tubes — stationary or rotating anode. 
praise the linear kV scale of which the 

rust- reading remains valid irrespective of the 

nber load. They like, also, the electronic timer, 

elves the completely independent choice of mA 

vere and exposure times, and the precision now 

ages. possible with repetitive techniques by the 

‘ated Send postcard for full information. 

May 


‘a ‘@) PHILIPS 
ELECTRICAL 


able. 
| LIMITED 
oa 
MAKERS OF : X-RAY EQUIPMENT FOR ALL PURPOSES. ELECTRO-MEDICAL APPARATUS. LAMPS & LIGHTING EQUIPMENT. 
RADIO & TELEVISION RECEIVERS. SOUND AMPLIFYING INSTALLATIONS 





S, 1 X-RAY DEPARTMENT, CENTURY HOUSE, SHAFTESBURY AVENUE, LONDON, W.C.2. 
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WINS ALL OVER EUROPE 
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GRANDS PRIX 


INTERNATIONAL RACES 


These successes mean much 
to you and your car 












in a sparking plug, the most 
important part is its insulator, and 
“Sintox" insulation, exclusive to 
LODGE, is 
& THE BEST IN THE WORLD 
b 


\ so _& 
y 


= me. 
SS = 







La (ae 
Fit . 

is o Bb G E SPARKING PLUGS 
Ihe experts choice 


Lodge Plugs Ltd., Rugby. England 











L.Vv.0, 


Intermittent Venous Occlusion Apparatus 


(J. P. Shillingford) 
SILENT, PORTABLE, INEXPENSIVE 
Descriptive Pamphlet on application 
FOR DOMESTIC OR HOSPITAL. TREATMENT 





£35 £3656 
Nett Nett 
with one cuff with two cuffs 


SOLE SUPPLIERS 


DOWN BROS. and MAYER & PHELPS LTD. 


Surgical Instrument Makers 
92-94, Borough High Street, London, S.E.! 


and 
32-34, New Cavendish Street, London, W.! 
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“The very thing, Nurse” 

At the end of a tiring day, Bourn-vita is very 
soothing. When the mind is too full of busy 
thoughts, Bourn-vita will help you to be at 
peace. When the body finds it hard to relax, 
Bourn-vita induces calm and quietness. A 
nightcap of Bourn-vita leads to sound and 


restful sleep —in health as well as in sickness. 
CADBURYS 


Bourn-vita 


for sleep and energy 
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From single-cell selection to large-scale production 


D.C.L. VITAMIN B, YEAST 


is subjected to the strictest biological and chemical 
control. This special yeast contains approximately : 


Vitamin B, avs 300 International Units per gram (900 micrograms) 
Riboflavin aie 50 micrograms per gram 

Nicotinic Acid fates 250-350 micrograms per gram 

Vitamin Bg (Pyridoxin) : 25-50 micrograms per gram 


(3 D. C. ve Tablets equal 1 gram) 


Members of the medical profession are invited to write for full particulars 
and a trial supply 


THE DISTILLERS COMPANY LTD., EDINBURGH 


RHINITOL|ILACTAGOL 











The modern method of treating FO 
COLDS 
NASAL CATARRH, CONGESTION, Etc. SUCCESSFUL 


Completely free from irritant and toxic effects. 


Reports from Practitioners show that the relief from 
Rhinito! is immediate and the effect lasting 


BREAST FEEDING 








Formula : Ephedrine, 0.25. Chlorthymol, 0.01. Ext. Matricaria 3:20, 9.0. 





Menthol, 0.35. Eucalyptol, 0.5. Camphor, 0.1. Vasogen ad 100.0. Samples are always available for clinical trial 
Free specimen packages for clinical trial from 7 LACT AGOL LTD. 
E. T. PEARSON & CO., LTD., Biological and 
Manufacturing Chemists, MITCHAM, SURREY 423, LONDON ROAD, MITCHAM, SURREY 

















For a delightful Easter 


The Prince of Wales incor- 
porating The Queen Hotel, 
Harrogate, offers the ultimate 
66 99 in modern luxury combined with 
BO | H WAY S traditional elegance. Entrancing 
views across The Stray—four 

famous golf courses nearby—race & 
meetings. Friendly atmosphere, 








This hardy evergreen of life assurance, excellent cuisine. Exceptionally moderate terms. After the 
rigours of the winter you will appreciate the warm welcome 
| designed specially for young men, is which awaits you at the 
“ry | more than ever the policy of the Prone of Wales Sfotol 
ISV i| moment. Let it help to smooth your Terms : From 10 Guineas per week. Write for illustrated Brochure ~ 
? HH Telephone: OUEEN He Telegrams ; 
road through the years of endeavour Harrogate THE QUEEN HOTEL “ Elegance 
at U6 y 6675-6-7 HARROGATE Harrogate" 
ax. I ahead. You will put yourself under no NORTHUMBERLAND HOUSE 
obligation by writing for full details to Risse cnyacer ine ipicterenscn Rae 
A A PRIVATE HOSPITAL for the treatment of mental and nervous ill- 
nesses. Conveniently situated and easy of aceess from all paris, 
Six acres of ground, facing, Finsbury Park. Voluntary and Tem- 
ind porary Patients received without certification. Insulin Coma Unit. 
E.C.T. Group Psychotherapy. Trained Resident and Visiting Staif, 
Telephone : STAmford Hill 7866/7 (2 lines). 
PSS. Telegrams : ** Subsidiary, London.” 


Medical Superintendent : Ropert M. RIiGGALL, Member, B ritish 
Psycho-Analytical Society. 


SCOTTISH THE COTSWOLD SANATORIUM 
a W I D O W S ’ F U N D On the Cotswold Hills, seven | seven miles from Cheltenham, 


Head Office: 9 St. Andrew Square, Edinburgh, 2 Stroud and Gloucester, equipped for the treatment of 
London Offices : 28 Cornhill, E.C.3. 17 Waterloo Place, S.W.1 Pulmonary Tuberculosis. 
Terms from £9 I5s. 6d. per week 


Full particulars from SECRETARY, COTSWOLD SANATORIUM, 
CRANHAM, GLOUCESTER. 


— Telephone: Witcombe 2181 Telegrams: ‘“‘ Hoffman, Birdlip” 
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ST. ANDREW’S HOSPITAL 


FOR NERVOUS AND 
MENTAL DISORDERS 


NORTHAMPTON 
PRESIDENT : THE Most Hon. tHE MARQUESS OF EXETER, K.G., C.M.G., A.D.C. 
Mepican SUPERINTENDENT : THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; temporary patients, and certified patients 


of both sexes are received for treatment. 


Careful clinical, biochemical, bacteriological, and pathological examinations. 





Private 


rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


WANTAGE HOUSE 


can be provided. 


This is a Reception Hospital in detached grounds with a separate entrance, to whith patients can be admitted. 


It is equipped 


with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 


insulin treatment is available for suitable cases. 


It contains special departments for hydrotherapy by various methods, including 


Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombitres treatment, 


etc. 
Diathermy 
research. 


and High-frequency treatment. 


There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a Department for 
It also contains Laboratories for biochemical, bacteriological, and pathological 
Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 


Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. 


Occupational 


therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


BRYN-Y-NEUADD HALL 


The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 


growing. 


scenery in North Wales. On the North-West side of 
branch for a short seaside change or for longer periods. 
is trout-fishing in the park. 


the Estate a mile of sea coast forms the boundary. 
The Hospital has its own private bathing house on the seashore. 


Patients may visit this 
There 





At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 


courts), croquet grounds, golf courses, and bowling greens. 
provided for handicrafts, such as carpentry, etc. 


For terms and further particulars apply to the Medical Superintendent (TELEPHONE : 


Gan be seen in London by appointment. 


Ladies and gentlemen have their own gardens, and facilities are 


Northampton 4354 (3 lines)), who 





CHEADLE ROYAL CHEADLE 


CHESHIRE 


A Registered Hospital for MENTAL DISEASES and its 
Seaside Branch, GLAN-Y-DON, Colwyn Bay, N. 


For Terms and further information apply to the MEDICAL SUPERINTENDENT 


jne ooject of this riospital is to provide the most efficient 
means for the*treatment and care of patients of both 
sexes suffering from MENTAL and NERVOUS DISEASES 
The Hospital is governed by a Committee appointed by 
Trustees * : 

VOLUNTARY, TEMPORARY, AND CERTIFIED PATIENTS 
Wales RECEIVED 


Telephone : GATLEY 2231 





CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. 
a comfortable house with 


in the same grounds, ROWDENS, 


Beautiful garden and own dairy in 35 acres 


lovely views. Private road to the beach 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Resident Physicians—BERTHA M. MULES, M.D., B.S. 


ANNE S. MULES, M.R.C.S., L.R.C.P. 


Telephones—TEIGNMOUTH 289 and 537 





PECKHAM HOUSE, 112, Peckham Road, London, S.E.15 


Telephone: Rodney 2641, 2642 


Telegrams: ‘‘ Alleviated, London ” 


A PRIVATE HOME, in quiet and pleasant grounds, for the reception of Ladies and Gentlemen 


suffering from nervous and mental disturbance. 
Out-patient facilities. 


All forms of modern treatment. 
Apply to Physician-Superintendent. 


Reasonable fees. 





ROBUTTI CLINIC 


ALASSIO, ITALIAN RIVIERA 

Superbly situated Private Clinic for the care and treatment 
of physical and psychosomatic illness (including asthma and 
anxiety states); also for convalescence and high-protein diet. 
X-rays, physical therapy, &c. English and Italian speaking 

hysicians and nurses. Medical Superintendent : Renzo Deaglio, 

-D. Matron: Miss Rosina Robutti. Consulting Physicians : 
Carl Lambert, M.D., and Philip Strang, M.R.C.P. 

Inquiries: Secretary, 3, Upper Brook Street, W.1. 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental illness. 
of treatment carried out. 
available. 


All types 

Accommodation for Alcoholics and Addicts 

Special Geriatric Unit now open. Fees from 6 gns. per week 
upwards according to requirements. 

Apply to Dr. J. A. SMALL Telephone : Norwich 20080 


HELWAN, EGYPT 


RADIO-ACTIVE SULPHUR BATHS AND MINERAL SPRINGS 


Rheumatic, Kidney, and Heart Cases Benefit. World Renown. 
Perfect Climate. English Rest Home. All modern comforts. 
Medical treatment if desired. 

Full particulars, H. E. S. STrvENn, M.D. (Cantab.), 
REGENT HOUSE, HELWAN, EGYPT. 


28 





CHISWICK HOUSE 


PINNER, MIDDLESEX 
Telephone : PINNER 234 

A Private Home for the Treatment and Care of Mental and 
Nervous Illnesses in both Sexes. 

A modern country house, 12 miles from Marble Arch, in 
attractive secluded grounds. Fees from 10 guineas per 
week inclusive. Patients treated under Certificate, Temporary 
or Voluntary status. Modern forms of treatment, includin 
psychotherapy, narco-analysis, modified insulin, occupational 
therapy, E.C.T., etc. 

Separate house in six acres of grounds nearby for convalescent 
natients. DOUGLAS MACAULAY, M.1).. D.P.M. 


UNIVERSITY EXAMINATION POSTAL INSTITUTION 





POSTAL COACHING FOR ALL MEDICAL EXAMINATIONS 
For Prospectus and list of tutors apply to Dr. G. E. OATES, 
University Examination Postal Institution, 17, Red Lion- 
square, London, W.C.1 (Phone HOLborn 6313). 


Academic and Educational 


L.M.S.S.A. 

FINAL EXAMINATION : SurGeEry, 12th March, 9th April, 
15th May, 1951. MEDICINE, PATHOLOGY, 19th March, 16th April, 
2ist May, 1951. Mrpwirery, 20th March, 17th April, 22nd 
May, 1951. _MASTERY OF MIDWIFERY, May and November. 
DIPLOMA IN INDUSTRIAL HEALTH, July and December. 

For regulations apply REGISTRAR, Apothecaries’ Hall, Black 
Friars-lane, London, E.C.4. 
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ROYAL COLLEGE OF PHYSICIANS OF LONDON 

The next EXAMINATION FOR THE MEMBERSHIP will commence 
on _ TUESDAY, 27TH MARCH, 1951. 

Prospective candidates are asked to note that entries accom- 
panied by the certificates and testimonials required by the 
by-laws must reach the College not later than first post on 
Tuesday, 27th February, 1951. Candidates must have been 
qualified for 18 months. 

Candidates who propose to submit published work under 
the regulations are required to give 28 days’ notice, and should 
apply in writing to the Registrar, without delay, for detailed 
instructions as to the procedure they should follow. Completed 
entries for published work must also reach the College not later 
than first post on Tuesday, 27th February, 1951. 

HAROLD BOLDERO, D.M., Registrar. 

Pall Mall East, London, S.W.1. 

ROYAL COLLEGE oF ‘SURGEONS OF ENGLAND 





LICENCE IN DENTAL SURGERY 

Notice is hereby given that the following Examinations will 
commence on the date stated below :— 

GENERAL AND SPECIAL ANATOMY AND PHYSIOLOGY 
Wednesday, 14th March 

Candidates who have fulfilled the necessary conditions, and 
who desire to present themselves for examination, must give 
notice in writing to the Examinations Secretary, Examination 
Hall, 8-11, Queen-square, London, W.C.1, at least 21 days 
before the Examination, transmitting at the same time such 
certificates as may be required by the regulations, together with 
the full amount of the fee for the part or parts of the Examina- 
tion for which they desire to enter. 

F. . STENT, Examinations Secretary. 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 
COURT OF EXAMINERS 

Notice is hereby given that the Council on 12th April, 1951, 
will elect 2 Members of the Court of Examiners. Of the 
Examiners retiring in rotation, Prof. Lambert Rogers and 
Mr. R. P. Scott Mason do not seek re-election. 

Fellows of the College desirous of becoming candidates for 
the office must make application, in writing, to the Secretary 
on or before 27th February, 1951. 

KENNEDY CASSELS, Secretary. 

Lincoln’s Inn-fields, London, W.C.2. 


NOTICE ‘oF ELECTION 





MEDICAL ACTS, "1886 AND 1950 

Notice is hereby given, that pursuant to the Medical Acts, 
1886 and 1950, an Election of 2 Members of the General Medical 
Council to represent the registered medical practitioners resident 
in Scotland is about to be held 

Every registered medical practitioner is qualified to be 
nominated as a candidate. Each candidate must be nominated 
by a separate nomination paper. 

Every registered medical practitioner resident in Scotland is 
entitled to take part in nominating 2 candidates. 

Every nomination paper must state the name, registered 
address, and registered qualification or qualifications of the 
candidate nominated ; it must be signed by not fewer than 
12 registered medical practitioners, resident in Scotland, as 
nominating such candidate ; and the registered address and 

tered qualification or qualifications of each one so signing 
must be appended to his signature. 

Every nomination paper, accompanied by a declaration in 
writing signed by the candidate, acknowledging that he consents 
to be nominated, must be delivered, by post or otherwise, on 
or before Wednesday, 28th February, 1951, addressed to the 
Registrar of the Branch Council for Scotland, 44, Queen-street, 
Edinburgh, 2, where forms of nomination papers may, on 
ap lication by post or otherwise, be obtained. 

very nomination paper in respect of which any of these 
Regulations has not been complied with, or which is not received 
at 44, Queen-street, Edinburgh, 2, on or before 28th February, 
1951, will be invalid. Davip CAMPBELL, Returning Officer. 


NOTICE OF ELECTION 





MEDICAL ACTS, 1886 AND 1950 

Notice is hereby given, that pursuant to the Medical Acts, 
1886 and 1950, an Election of 1 Member of the General Medical 
Council to represent the registered medical practitioners resident 
in Ireland is about to be held. 

Every registered medical practitioner is qualified to be 
nominated as a candidate. Each candidate must be nominated 
by a separate nomination paper. 

Every registered medical practitioner resident in Ireland is 
entitled to take part in nominating 1 candidate. 

Every nomination paper must state the name, registered 
address, and registered qualification ‘or qualifications of the 
candidate nominated ; it must be signed by not fewer than 
12 registered medical practitioners, resident in Ireland, as 
nominating such candidate ; and the registered address and 
registered qualification or qualifications of each one so signing 
must be appended to his signature. 

Every nomination paper, accompanied by a declaration in 
writing signed by the candidate, acknow ledging that he consents 
to be nominated, must be delivered, by post or otherwise, on 
or before 28th February, 1951, addressed to the Registrar of 
the Branch Council for Ireland, 68, Fitzwilliam-square, North, 
Dublin, where forms of nomination papers may, on application 
by post or otherwise, be obtained. 

Every nomination paper in respect of which any of these 
Regulations has not been complied with, or which is not received 
at 68, Fitzwilliam-square, North, Dublin, on or before 28th 
February, 1951, will be invalid. 

, DAVID CAMPBELL, Returning Officer. 





NOTICE OF ELECTION 
MEDICAL ACTS, 1886 AND 1950 

Notice is hereby given, that pursuant to the Medical Acts, 
1886 and 1950, an Election of 8 Members of the General Medical 
Council (of whom 1 must be elected as a person resident in 
Wales) to represent the registered medical practitioners resident 
in England (excluding the County of Monmouth) and Wales 
(including the County of Monmouth) is about to be held. 

Every registered medical practitioner is qualified to be 
nominated as a candidate. Each candidate must be nominated 
by a separate nomination paper. 

Every registered medical practitioner resident in England 
(excluding the County of Monmouth) and Wales (including the 
County of Monmouth) is entitled to take part in nominating 
8 candidates. 

Every nomination paper must state the name, registered 
address, and registered qualification or qualifications of the 
candidate nominated ; it must be signed by not fewer than 
12 registered medical practitioners, resident in England (exclud- 
ing the County of Monmouth) or Wales (including the county 
of Monmouth), as nominating such candidate ; and the registered 
address and registered qualification or qualifications of each 
one so signing must be appended to his signature. 

Every nomination paper, accompanied by a declaration in 
writing signed by the candidate, acknowledging that he consents 
to be nominated, must be delivered, by post or otherwise, on 
or before 28th February, 1951, addressed to the Registrar of 
the Branch Council for England, 44, Hallam-street, London, 
W.1, where forms of nomination papers may, on application by 
post or otherwise, be obtained. 

Every nomination paper in respect of which any of these 
Regulations has not been complied with, or which is not received 
at 44, Hallam-street, London, W.1, on or before 28th February, 
1951, will be invalid. DAVID CAMPBELL, Returning Officer. 

UNIVERSITY OF OXFORD 





RADCLIFFE TRAVELLING FELLOWSHIP 1951 

An Examination for a Fellowship of the annual value of 
£300, tenable for 2 years, will be held at the University Museum 
on 14TH MARCH, 1951. Candidates must have passed all the 
examinations for the Degree of Bachelor of Arts and Bachelor 
of Medicine, and must not have exceeded 4 years (exclusive of 
war service) from the time of passing the last examination for 
the Degree of Bachelor of Medicine. 

The examination will take the form of a self-chosen essay and 
an interview. Further particulars to be obtained from the 
Regius Professor of Medicine, University Museum, Oxf ford. 
1981. applications, with essays, must be sent in by 28th Februaty, 


UNIVERSITY OF LONDON — 

A course of 2 lectures on ‘‘ UTERINE ACCOMMODATION OF 
THE PRODUCTS OF CONCEPTION ”’ will be delivered by Dr. 
S. R. M. REYNOLDS (Carnegie Institute of Washington) at 
5.30 P.M. on 14TH and 15TH FEBRUARY at St. Mary’s Hospital 
Medical School, Paddington, W.2. 14th Feb.: The Uterine 
Blood Circulation ; 15th Feb. : The Biochemical Basis of 
Uterine Contractility. 

Admission free, without ticket. 

JAMES HENDERSON, Academic Registrar. 
UNIVERSITY OF LONDON 
GRANTS FOR RESEARCH 

Applications are invited from members* of the University 
for grants from the Central Research Fund,for assisting specific 
projects of research and for the provision of special materials 
and apparatus. Grants are not made for maintenance. 

Applications must next be received not later than 31sT 
MARCH, 1951. Forms of application and further particulars 
may be obtained from the Secretary to the Central Research 
A a ade Yommittee, University of London, Senate House; London, 

C1 

* Members of the University are defined by Statute as the 
Chancellor, the members for the time being of the Court and of 
the Senate respectively, the Professors and Readers and other 
Teachers of the University during their tenure of office, the 
graduates, and the students. 


UNIVERSITY OF BRISTOL 


CAREY COOMBS MEMORIAL PRIZE 1952 

In commemoration of the late Dr. Carey Franklin Coombs, 
M.D., F.R.C.P., the Second Carey Coombs Memorial Prize will 
be awarded in 1952 by the University for the best essay received 
on a set subject bearing on or connected with Cardiology. The 
Prize is open for competition by any person normally resident 
in the British Commonwealth. 

In 1952 the Prize will be awarded for the best essay received 
on ‘**‘ The Mechanism of Congestive Cardiac Failure.’’ 

The Prize is of the value of £50 and candidates should submit 
3 printed or typewritten copies of their essays, which must not 
have been published before Ist May, 1951, so as to reach the 
undersigned not sotee than Ist October, 1952. 

BUTTERFIELD, Registrar and Secretary. 

The University, Bristol, 8. 

LONDON SCHOOL OF HYGIENE AND TROPICAL 
MEDICINE 





ELLISTON SCHOLARSHIPS 

2 Scholarships, value £150 each, together with remission of 
the School’s tuition fees, are offered for students taking the 
course for the Diploma in Public Health commencing 1sT 
OCTOBER. Preference will be given to candidates who intend 
to enter the Public Health Services in the United Kingdom. 

Applications should be made to the Dean, London School of 
Hygiene and Tropical Medicine, Keppel-street, W.C.1, not later 
than 10th March. 
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LONDON SCHOOL OF HYGIENE AND TROPICAL 
MEDICINE 
PRELIMINARY ANNOUNCEMENT 

The School will hold a course, open to a limited number of 
students, for the newly established Diploma in Tropical Medicine 
and Hygiene of the University of London, to cover the academic 
year starting OCTOBER, 1951. The preliminary course will 
consist of about 4 months’ basic instruction, followed by an 
examination for the Certificate ; the second part, open only to 
those with at least 12 months’ experience of medical practice 
in a tropical country, lasts also for about 4 months and leads 
up to the University’s final examination for the Diploma in 
Tropical Medicine and Hygiene. In the second part of the, 
course the student must elect to study tropical hygiene, or 
clinical tropical medicine or medical biology. 

Inquiries should be addressed to the Dean, London School 
of Hygiene and Tropical Medicine, Keppel-street, London, 
W.C.1, who can supply copies of the regulations. Applications 
for entry to the course must be received by 30th March, 1951, 
together with a statement as to which of the above 3 subjects 
the student elects to study in the second part of the course. 
LONDON SCHOOL OF HYGIENE AND TROPICAL 

MEDICINE 
POSTGRA*® UATE ACADEMIC DIPLOMA IN BACTERIOLOGY 

The course for the Postgraduate Diploma in Bacteriology 
for the Session 1951-52 will commence in OCTOBER, 1951. This 
is a full-time day course extending over 1 academic year. 

The course may be taken by :— 

(a) Graduates in Medicine or Veterinary Science desiring to 
study Bacteriology as applied to Medicine and Hygiene. 

(b) Graduates in Science with a First or Second Class Honours 
degree in Chemistry, or its equivalent. For such students, the 
course covers the fields of General Bacteriology, Chemical 
Microbiology, and Industrial Microbiology. 

Applications for admission to the Diploma course must be 
received not later than Ist March, 1951. 

Further information and application forms can be obtained 
from the Registrar, London School of Hygiene and Tropical 
Medicine, Keppel-street, W.C.1. 

SPECIAL COURSE IN CARDIOLOGY 
to be held at the INSTITUTE OF CARDIOLOGY, 
NATIONAL HEART HOSPITAL, Westmoreland-street, , ee 


26TH FEBRUARY- 9TH MARCH, 1951 


Monday, 26th Febuary 
9.30 a.m...Congenital Heart-disease..Dr. MAURICE CAMPBELL 
(1) 
11 A.M...Ectopic Rhythms .. ..Dr. Paut Woop 
2 p.m.. .Clinical Demonstration .. Dr. GRAHAM HAYWARD 
Tuesday, 27th February 
10 a.m... Ward Work 
2 P.m.. .Clinical Demonstration ..Dr. PauL Woop 
Wednesday, 28th February 
10.15 a.m...Clinical Demonstration ..Dr. WALLACE BRIGDEN 
2 p.m...Clinical Demonstration ..Dr. MAURICE CAMPBELL 
Thursday, Ist March 
9.30 A.M... Principles of Radiology of..Dr. D. EVAN BEDFORD 
the Heart 
11 A.M... Bacterial Endocarditis ..Dr. GRAHAM HAYWARD 
2 p.M...Clinical Demonstration ..Dr. D. EVAN BEDFORD 
Friday, 2nd March 
9.30 a.M...Principles of Electrocar-..Dr. WALLACE BRIGDEN 
diography 
11 a.M.. . Hypertension .. Dr. WILLIAM EVANS 
2 p.M...Clinical Demonstration ..Dr. WILLIAM EVANS 
Monday, Sth March 
9.30 a.M...Congenital Heart-disease..Dr. MAURICE CAMPBELL 
(11) 
11 A.M...Cardiac Catheterisation ..Dr. PauL Woop 
2 p.M...Clinical Demonstration ..Dr. GRAHAM HAYWARD 


Tuesday, 6th March 


10 a.M...Ward Work 
2 p.m...Clinical Demonstration ..Dr. PAuL Woop 
Wednesday, 7th March 
10.15 a.M...Clinical Demonstration ..Dr. WALLACE BRIGDEN 
2Pp.m...Clinical Demonstration ..Dr. MAURICE CAMPBELL 
Thursday, 8th March 
9.30 a.M... Pericardial Disease ..Dr. D. EVAN BEDFORD 
11 A.M. ene: Heart-disease ..Dr. GRAHAM HAYWARD 
2 P.M. nical Demonstration ..Dr. D. EVAN BEDFORD 


Friday, 9th March 


9.30 A.M... Venous and Arterial Pulses.. Dr. WALLACE BRIGDEN 


11 A.M.. ‘ Clinico-pathological Con-..Dr. WILLIAM EVANS 
ference 
2 pP.M...Clinical Demonstration ..Dr. WILLIAM EVANS 


The fee for this course is 12 guineas. 
Applications to be addressed to the Dean. 


TUBERCULOSIS EDUCATIONAL INSTITUTE 


Market Drayton, Salop. 3-day CLINICAL COURSES will be held 
at the Cheshire Joint Sanatorium, Market Drayton, on 14th, 
15th and 16th March ; 9th, 10th, ‘and 1ith May ; 13th, 14th, 
and 15th June. 

Applications for further information and for enrolment should 

» addressed to the Secretary, Tuberculosis Educational Insti- 
tute, Tavistock House North, Tavistock-square, London, W.C.1. 


UNIVERSITY COLLEGE | LONDON, Gower-street, W.C.1 


PUBLIC LECTURES 

** Separation Methods in Biochemistry ’’ by Dr. C. J. O. R. 
MorRRIS, 19th, 22nd, 26th February at 4.45 P.M. 

** Observations on the Mechanism of Action of the Digitalis 
Glycosides on Cardiac Muscle” by Dr. MCKEEN CATTELL, 
27th February at 5.15 P.M. 

Admission free, without ~~ 

A. L. GUETERBOCK, Secretary. 
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CRICHTON ROYAL FELLOWSHIPS 





The Board of Management of the Crichton Royal have 
established 3 Fellowships for the training of specialists in 
psychiatry, each carrying a salary of £670, less a deduction of 
£150 for the usual residential emoluments. Two of these Fellow- 
ships will fall vacant on Ist April, 1951. The Fellow receives 
training in all branches of clinical psychiatry, including work 
in outpatient and child guidance clinics, by the senior members 
of the medical staff. The Fellowships are tenable for 1 year, 
but may be prolonged for another year. Previous genera} 
hospital experience essential. 

Application form and syllabus are obtainable from the 
Physician-Superintendent, Crichton Royal, Dumfries, and should 
be returned not later than Ist March, 1951. 


NUFFIELD FOUNDATION 





FELLOWSHIPS AND SCHOL ARSHIPS IN DENTISTRY 

The Nuffield Foundation invites applications, from citizens 
of the United Kingdom, for Fellowships and Scholarships in 
Dentistry. To help the advancement of teaching and research 
on dental health and disease, the Foundation is prepared to 
award a number of Fellowships. 

(i) to enable selected Men and Women with dental qualifica- 
tions to receive such additional training in pure and applied 
science as is desirable to fit them for an academic career in 
dentistry, and 

(ii) to enable selected university graduates in medicine and 
science to receive training that will qualifiy them to undertake 
teaching and fundamental research on dental health and disease. 

The Foundation is also prepared to award a limited number 
of Scholarships to assist students of outstanding ability attending 
a university dental school to devote 1 or 2 years to further 
studies of the basic sciences. 

Applications for Fellowships should be received by 1st March 
annually and for Scholarships by 30th June annually. Copies 
of the conditions of both Fellowships and Scholarships and the 
application forms are obtainable from the Secretary, Nuffield 
Foundation, 12 and 13, Mecklenburgh-square, London, W.C.1. 

L. FARRER- BROWN 
Secretary of the Nuffield Foundation. 
TANCRED’S STUDENTSHIPS 
DIVINITY : MEDICINE : LAW 
£100 p.a. each for Men only 

About Whitsuntide next the Governors propose to elect 1 
Student in Divinity at Christ’s College, Cambridge, 1 Student 
in Physic at Gonville and Caius College, Cambridge, and 1 
Student in Law at Lincoln’s Inn. 

Candidates must have been born in England, Scotland, or 
Wi _ and be members of the Church of England and unmarried. 

An examination will be held at Christ’s College on Friday, 
13th April, 1951, for Divinity and Physic candidates, who must 
be within the ages of 17 and 22 years. The Law candidates, 
who must be within the ages of 20 and 23 years, must have passed 
an approved examination of School Certificate standard. 

The last day for sending in Petitions is 13th March. 

Apply for further particulars and form of Petition stating 
kind of Studentship and mentioning this paper, to the Clerk, 
=. => Howakrb, Esq., D.S.0., 28, Lincoln’s Inn-fields, London, 

.C.2. 

UNIVERSITY OF BRISTOL. Applications are invited 
for a Locum Tenens for the LECTURER IN ANASSTHETICS. 
The appointment will be made for 12 months from Ist April, 
1951. The candidate appointed will be required to act as 
Anesthetist to the United Bristol Hospitals and to undertake 
clinical teaching and research. The salary will be within a 
range from £1200-£2000 p.a., according to qualifications and 
experience. 

Applications, stating full christian names, age, and particulars 
of education, qualifications, and experience, and accompanied 
by 2 recent testimonials and the names of 2 referees, should be 
sent to the undersigned, from whom further particulars can be 
obtained, not later than 9th March, 1951. 

H. C, BUTTERFIELD, Registrar. 








UNIVERSITY OF LEEDS. Department of Bacteriology. 
Applications are invited for a LECTURESHIP in the Depart- 
ment at a salary of £1000—-£100-—£1500 (if medically qualified) 
or £550-—£50-£1100 (if not medically qualified ). Candidates should 
have special interest or experience in the study of viruses. 

Applications should reach the Registrar, The University, 
Leeds, 2 (from whom se particulars may be obtained), not 
later than 12th March, 1951 re 
UNIVERSITY OF QUEENSLAND, ~ Australia. A ppli- 
cations are invited for the position of CHIEF LECTURER 
IN PHYSIOLOGY. Salary range £A1105-£A1305 p.a., plus 
£A60 p.a. cost-of-living allowance. Applicants should have 
had postgraduate training in physiology or pharmacology, a 
degree in either science or medicine is acceptable. 

Conditions of appointment and application forms are obtain- 
able from the Secretary, Association of Universities of the 
British Commonwealth, 5, Gordon-square, London, W.C.1, with 
whom applications close on 10th March, 1951. 


Hospital Services : Senior Appointments 


LONDON HOSPITAL, Whitechapel, E.1. Applications 
invited for post of Part-time ASSISTANT SURGEON AND 
ASSISTANT SURGEON to the Genito-urinary Department 
becoming vacant on 11th June, 1951. Candidates should be 
Fellows of the Royal College of Surgeons, England, and the 
successful candidate would be required to attend on 5 half-days 
weekly. The terms and conditions of service for hospital medical 
and dental staffs (Consultants) will apply to the post. 
Applications (12 copies), giving the names and addresses of 
3 referees, should be addressed to the House Governor (from 
whom further particulars may be obtained) to arrive not later 
than 14th April, 1951. H. BRIERLEY, House Governor. 
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CENTRAL MIDDLESEX HOSPITAL, Park. Royal, 
N.W.10. NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD invite applications for the appointment of ANAS- 
THETIST to the above Hospital. The appointment will be 
whole-time or for the maximum permitted number of sessions. 
This is a very busy general hospital of some 850 Beds with a 
large specialist staff and all the usual special departments. 
Applicants should possess a higher qualification and have wide 
experience in. modern methods of anesthesia. A considerable 
part of the work will be in the Department of Neurosurgery. 
Applicants should be prepared to do a share of night duty. 
The terms and conditions of service for hospital medical and 
dental staffs (Consultants) will apply to the post. 

Applications, stating date of birth, qualifications, and experi- 
ence, with the names of 3 referees, should reach the Secretary, 
North West Metropolitan Regional Hospital Board, 11a, 
Portland-place, W.1, not later than 24th February, 1951. 
Canvassing will disqualify but candidates are invited to visit 
the Hospital by direct appointment with the Medical Director. 
ROYAL FREE HOSPITAL GROUP. Applications are 
invited from tered medical practitioners for the appoint- 
ment of SENIOR HOSPITAL MEDICAL OFFICER (part- 
time) to the Ophthalmic Department of the Hampstead General 
Hospital. The appointment is for 2 sessions weekly, 1 Ophthalmic 
clinic on Wednesday mornings, and 1 Refraction clinic on 
Monday yore lary and terms of service in accordance 
with those laid down by the Ministry of Health. 

Applications, giving full particulars and accompanied by the 
names of 3 referees, should be sent to the Secretary to the 
Board of Governors, The Royal Free Hospital, Gray’s Inn- 
road, W.C.1, not later than 26th February, 1951. 

ST. MARY'S HOSPITAL, London, W.2. Applications 
are invited for the appointment of Part- time CONSULTANT 
RADIOLOGIST (3 notional half-days per week), to be in 
charge of the a (Diagnostic) Department at Princess 
Louise (Kensington) Hospital for Children, which forms part of 
the Peediatric Teaching Unit of St. Mary’s Hospital. Salary 
will be in accordance with the terms and conditions of service 
for hospital medical and dental staffs (England and Wales). 

Applications (10 copies), stating nationality, date of birth, 
permanent address, qualifications with dates, and details of 
previous and gees appointments, together with the names and 

addresses of 3 referees, should reach the undersigned by 17th 
Maren. 1951. Canvassing will disqualify, but applicants are not 
precluded from visiting the Hospital. 

ALAN PowDiIrTcH, Secretary to the Board of Governors. 


Provincial 


EPSOM, “SURREY. ‘LONG GROVE HOSPITAL. ~ South 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD invite applic - 
tions for the whole-time appointment of PHYSICIAN SUPER 

INTENDENT AND CONSULTANT PSYCHIATRIST at 
above Hospital, which is a large mental hospital of 2200 Beds. 
All modern forms of treatment are carried out and 3 outpatients’ 
clinics are operated in the North East Metropolitan Area. 
Candidates should possess the D.P.M. and a higher medical 
qualification and have a wide experience of psychiatry in all 
its branches. A house will be available for the successful candi- 
date, an appropriate charge being made. Salary and conditions 
of service in accordance with the agreed terms and conditions 
for hospital medical and dental staffs. The appointment is 
subject to the National Health Service (Superannuation) 

lations, 1950. 

Applications (5 copies), stating date of birth, qualifications, 
experience, and present appeintment(s), and giving the names 
and addresses of 3 referees, should be made by letter and sent 
to the Secretary (S.D.1), South West Metropolitan Regional 
Hospital Board, 11a, Portland- -place, London, W.1, to arrive 
not later than 24th February, 1951. Canvassing will ‘disqualify, 
but applicants may visit the Hospital. 


BIRMINGHAM REGIONAL HOSPITAL BOARD. Appli- 
cations invited for N en Te of Whole-time CONSULTANT 
PSYCHIATRIST AND DEPUTY MEDICAL SUPERINTEN- 
DENT Riraohiateadn (Mental D) group for duties Monyhull Hall 
(1200 Beds) and large residential special school. Successful 
candidate will deputise for Medical Superintendent and take 
full charge of number of beds. Residential accommodation 
available. Applicants must possess D.P.M. and wide experience 
in specialty. Appointment in accordance with terms and 
conditions of service and subject to National Health Service 
superannuation regulations. 

Applications (15 copies), stating name, age, nationality, 
qualifications, present and previous appointments, details of 
3 referees, to Secretary, 10, Augustus-road, Birmingham, 15, 
before 26th February, 1951. Canvassing will disqualify. 
Candidates may visit Hospital. 


BIRMINGHAM REGIONAL HOSPITAL BOARD. Appli- 
cations invited for following whole- -time appointments :— 

(a) ASSISTANT PATHOLOGIST, Birmingham (Dudley 
Road) group for duties at Dudley Road Hospital (906 Beds) 
and other hospitals in and associated with Group Pathological 
Services. Candidates should possess higher qualification and 
considerable experience in specialty. Candidates may visit 
Department through Dr. Whitelaw, Dudley Road Hospital. 

(b) ASSISTANT ORTHOPEDIC SURGEON, Birmingham 
(Selly Oak) group to assist Consultant staff at Royal Orthopeedic 
Hospital (340 Beds), ancillary premises and extensive outpatient 
clinics. Candidates must possess higher qualification and wide 
experience in specialty. 

Salary scale E1300— 50-£1750. Appointments in aecordance 
with terms and conditions of service and subject to National 
Health Service superannuation regulations. 

Applications (15 copies), stating name, age, nationality, 
= present and previous appointments, details of 

3 referees, to Secretary, 10, Augustus-road, ie 15, 
before 26th February. Cany assing will disqualify. Candidates 
may visit group hospitals. 











BIRMINGHAM REGIONAL HOSPITAL BOARD. Appli- 
cations invited for following Consultant appointments :— 

(a) Part-time CONSULTANT SURGEON (9 notional haif- 
days weekly), Coventry group ; duties mainly Coventry and 
Warwickshire Hospital (346 Beds). Candidates must possess 
higher surgical qualification and considerable experience in 
urology is essential. 

(6) Whole-time CONSULTANT PATHOLOGIST, Birming- 
ham (Dudley Road) group ; duties at Dudley Road Hospital 
(906 Beds) and other hospitals in and associated with Group 
Pathological Services. Candidates should possess higher quali- 
fication and considerable experience in specialty. Candidates 
may visit Department through Dr. Whitelaw, Dudley Road 
Hospital. 

(c) Part-time CONSULTANT OPHTHALMOLOGIST (8 
notional half-days), Shrewsbury and Robert Jones and Agnes 
Hunt groups ; duties mainly at Eye, Ear, and Throat Hospital, 
Shrewsbury (68 Beds) and Robert Jones and Agnes Hunt 
Orthopedic Hospital, Oswestry (451 Beds). Candidates must 
possess higher surgical qualification and wide experience in 
specialty. 

(d) Part-time CONSULTANT OBSTETRICIAN AND 
GYNASCOLOGIST (3 notional half-days), Dudley and Stour- 
bridge group ; duties mainly Wordsley Hospital, Stourbridge, 
Guest Hospital, Dudley. Candidates must possess higher 
surgical qualification and wide experience in specialty. 

Appointments in accordance with terms and conditions of 
service and subject to National Health Service superannuation 
regulations. 

Applications (15 copies), stating name, age, nationality, 
qualifications, present and previous appointments, details of 3 
referees, to Secretary, 10, Augustus-road, Birmingham, 15, 
before 26th February, 1951. Canvassing will disqualify. Candi- 
dates may visit group hospitals. 


HERTFORDSHIRE. WEST HERTS AND MID HERTS 
GROUPS OF HOSPITALS. NORTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD invite applications for the appointment of 
Whole-time MORBID ANATOMIST to the above Groups of 
Hospitals. The poacios hospitals of the groups are the Peace 
Memorial and Shrodells Hospitals, Watford ; the West Herts 
Hospital, Hemel Hempstead ; the St. Albans City Hospital. 
Candidates should possess a higher medical qualification and 
have wide experience in morbid anatomy. The terms and 
conditions of service for hespital medical and dental staffs 
(Consultants) will apply to the post. 

Applications, stating date of birth, qualifications, and expert: 
ence, with the names of 3 referees, should reach the Secreta’ 
North West Metropolitan Regional Hospital Board, 114, Port- - 
land-place, W.1, not later than 17th February, 1951. Canvassing 
will isqualify, but candidates are invited to visit any of the 
oe by direct appointment with the Secretary of the 
Hospita 
ISLE ‘OF MAN HEALTH SERVICES BOARD. Appli- 
cations are invited from registered medical prac titioners with a 
higher qualification in psychiatry for the post of CONSULTANT 
PSYC HIATRIST to act as Medical Superintendent of Ballamona 
Hospital, Braddan, Isle of Man, a Hospital of 345 Beds for 
Mental and Nervous disorders, with duties at outpatient 
psychiatric clinics at hospitals in Douglas and Ramsey. The 
appointment will be on a whole-time basis, with salary and 
terms and conditions of service, including superannuation, as 
negotiated for Consultants between the Ministry of Health and 
the medical profession. Separate house at Ballamona Hospital 
with fuel, light, water, vegetables, and milk on reasonable terms. 

Applications, stating age, qualifications, and details of experi- 
ence, with 3 recent testimonials, should reach the Secretary, 
Isle of Man Health Services Board, 32, Circular-road, Douglas, 
Isle of Man, not later than 28th sete Remy 1951. Canvassing 
will disqualify. 


LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the whole-time appointment of ASSISTANT PSYCHI- 
ATRIST AND DEPUTY MEDICAL SUPERINTENDENT 
(Senior Hospital Medical Officer grade) at the Meanwood Park 
Colony, Leeds. The successful eandidate will also take part 
in extramural work, subject to the direction. of the Medical 
Superintendent. The appointment will be subject to the National 
Health Service (Superannuation) Regulations, 195, and the 
remuneration will be in accordance with the terms and conditions 
of service of hospital medica] and dental officers for the time 
being in operation. Residential accommodation for a single 
person will be available at the Hospital for which the necessary 
deductions from salary will be made. 

Applications, stating age, qualifications, and details of experi- 
ence, together with the names of 3 referees, should be forwarded 
to the Secretary, 29/31, Eastgate, Leeds, 2, not later than 
10th March, 1951. Canvassing of members of the Board or 
Advisory Appointments Committee will lead to disqualification. 


LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the whole-time appointment of a CONSULTANT 
PSYCHIATRIST for duties at Stanley Royd (Mental) Hospital, 
Wakefield. All modern forms of treatment are in practice in 
the Hospital and the successful candidate will be given clinical 
charge of beds and will be required to undertake extramural 
clinical duties. Candidates should have had-extensive experience 
and should hold high qualifications in medicine and psychiatry. 
The appointment will be subject to the National Health Service 
(Superannuation) Regulations, 1950, and the remuneration will 
be in accordance with the terms and conditions of service of 
hospital medical and dental officers for the time being in 
operation. 

Applications, stating age, qualifications, and details of experi- 
ence, together with the names of 3 referees, should be forwarded 
to the Secretary, 29/31, Eastgate, Leeds, 2, not later than 
10th March, 1951. Canvassing of members of the Board or 
Advisory Appointments Committee will lead to disqualification. 
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LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the appointment of a Whole-time CONSULTANT 
in Radiology for duties at hospitals within the Pontefract and 
Cast leford Hospital Management Committee group. The 
appointment will be subject to the National Health Service 
(Superannuation) Regulations, 1950, and the remuneration will 
be in accordance with the terms and conditions of service of 
hospital medical and dental officers for the time being in 
operation. 

Applications, stating age, qualifications, and details of experi- 
ence, together with the names of 3 referees, should be forwarded 
to the Secretary, 29/31, Eastgate, Leeds, 2, not later than 
LOth March, 1951. Canvassing of members of the Board or 
Advisory Appointments Committee will lead to disqualification. 
MANCHESTER REGIONAL HOSPITAL BOARD 
invite applications for the following whole-time, non-resident 
posts of ASSISTANT PATHOLOGIST :— 

(a) At the Group Laboratory, Blackburn Royal Infirmary. 

(6) At the Group Laboratory, Stepping Hill Hospital, 
Stockport. (This appointment includes work at Buxton on 
several days each week.) 

The appointees will work under the general supervision of 
Consultants. Salary £1300 (at age 32)-£50-£1750 ; starting- 
point according to age. Candidates must have good experience 
and training in hospital pathology. The posts are superannuable 
and the National Health Service terms and conditions of service 
will apply. 

Forms of application can be obtained from the Senior 
Administrative Medical Officer, No. 1, North Parade, Parsonage- 
gardens, Manchester, and should be returned, together with the 
names and addresses of 3 referees, to be received not later than 
20th February, 1951. Canvassing will disqualify. 
MANCHESTER REGIONAL HOSPITAL BOARD 
invite applications for the whole-time or maximum part-time 
post of CONSULTANT RADIOLOGIST in charge of diagnostic 
radiology in the Barrow and Furness group of hospitals (North 
Lonsdale Hospital, Barrow ; High Carley Sanatorium, 
Ulverston, &c.). Salary scale whole-time £1700-£2750 p.a. ; 
part-time pro rata; starting-point according to experience, 
&c. Appointment subject to the national terms and conditions 
of service and post superannuable. Candidates must be of high 
professional standing with wide experience in diagnostic 
radiology and must possess higher degrees or diplomas. The 
Consultant appointed will be required to live within reasonable 
distance of Barrow. 

Forms of application can be obtained from the Senior 
Administrative Medical Officer, No. 1, North Parade, Parsonage- 
gardens, Manchester, and should be returned, together with 
the names and addresses of 3 referees, to be received not later 
than 20th February, 1951. Canvassing will disqualify. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the following whole-time posts of ASSISTANT 
PSYCHIATRIST :— 

(a) 1 post at Whittingham Hospital (3000 Beds), near Preston. 

(Married or single quarters available. ) 
(b) 1 post at Lancaster Moor Hospital (2500 Beds), Lancaster. 
(Single quarters available. ) 

Salary £1300-£1750 p.a., starting-point according to age. 
Candidates should have had considerable experience in psychiatry 
and possess the D.P.M. The national terms and conditions of 
service will apply and the posts are superannuable. Applicants 
for more than 1 post should indicate their preference. 

Forms of application can be obtained from the Senior Admin- 
istrative Medical Officer, No. 1, North Parade, Parsonage- 
gardens, Manchester, and should be returned, together with the 
names and addresses of 3 referees, to be received not later than 
27th February, 1951. Canvassing will disqualify. 








NEWCASTLE UPON TYNE REGIONAL HOSPITAL 
BOARD. NEUROSURGICAL DEPARTMENT. Main Centre at NEW- 
CASTLE GENERAL HOSPITAL. 

DEPUTY REGIONAL NEUROSURGEON (Consultant 
status ). 

ASSISTANT REGIONAL 

status). 

Both appointments may be made immediately or only one 
immediately, the second to follow in a few months. One 
appointment will carry special duties for the head injury service 
and the other will carry special duties for psycho-neurosurgery, 
but both appointees must be competent to take over duty in 
any part of the Regional Neurosurgery Service. One should 
preferably be whole-time and the minimum time for both is 
9 notional half-days per week. Salary according to terms and 
conditions of service of the hospital medical staff. Appointment 
subject to the National Health Service (Superannuation) 
Regulations, 1950. 

Applications, together with the names and addresses of 1-3 
referees and or 1-3 testimonials, to the Senior Administrative 
Medical Officer, ‘‘ Blythswood South,’”’ Osborne-road, Newcastle 
upon Tyne, within 4 weeks from the date of this advertisement. 
Canvassing will disqualify. but candidates are free to visit the 
inain centre by arrangement with the Senior Surgeon, Neuro- 
surgical Department, Newcastle General Hospital. 
NEWCASTLE UPON TYNE REGIONAL HOSPITAL 
BOARD. NORTH WEST DURHAM HOSPITAL MANAGEMENT COM- 
MITTEE. Main hospitals : Shotley Bridge Hospital (500 Beds), 
Maiden Law Hospitg! (100 Beds). RADIOLOGIST (Assistant), 
Consultant status, whole-time or part-time for a minimum of 
9 notional half-days per week. Salary according to national 
terms and conditions of service and subject to National Health 
Service (Superannuation) Regulations, 1950. 

Applications, together with names and addresses of 1-3 
referees and/or 1-3 testimonials, to the Senior Administrative 
Medical Officer, ‘** Blythswood South,’’ Osborne-road, Newcastle 
upon Tyne, within 14 days. Canvassing will disqualify, but 
candidates are free to visit the hospitals in the group by arrange- 
ment with the Consulting Radiologist, Shotley Bridge Hospital, 
co. Durham. 


NEUROSURGEON (Consultant 
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NEWCASTLE UPON TYNE REGIONAL HOSPITAL 


BOARD. DURHAM HOSPITAL MANAGEMENT COMMITTEE GROUP. 
NORTH WEST DURHAM HOSPITAL MANAGEMENT COMMITTEE 


GROUP. Main hospitals : Dryburn (350 Beds), Durham County 
(120 Beds), Shotley Bridge (500 Beds), Maiden Law (100 Beds). 
E.N.T. SURGEON (Assistant), Consultant status, whole-time 
or part-time for 9 notional half-days per week. Salary according 
to terms and conditions of service of hospital medical staff. 
Appointment subject to National Health Service (Superannua- 
tion) Regulations, 1950. 

Applications, together with names and addresses of 1-3 
referees and/or 1-3 testimonials, to the Senior Administrative 
Medical Officer, ‘‘ Blythswood South,’’ Osborne-road, Newcastle 
upon Tyne, within 14 days. Canvassing will disqualify, but 
candidates are free to visit the hospitals in the group by arrange- 
— with the Senior E.N.T. Surgeon, Dryburn Hospital, 

Jurham. 


NEWCASTLE” UPON TYNE REGIONAL HOSPITAL 
BOARD, NORTHALLERTON HOSPITAL MANAGEMENT COMMITTEE 
Group. ANACSSTHETIST (Consultant status), whole-time or 
part-time for 9 notional half-days per week. Salary according 
to terms and conditions of service of hospital medical staff. 
Appointment subject to National Health Service (Superannua- 
tion) Regulations, 1950. 

Applications, together with names and addresses of 1-3 

referees and/or 1-3 testimonials, to the Senior Administrative 
Medical Officer, ‘‘ Blythswood South,’’ Osborne-road, Newcastle 
upon Tyne, within 14 days. Canvassing will disqualify, but 
candidates are free to visit the hospitals in the group by arrange- 
ment with the Senior Surgeon, The Friarage Hospital, North- 
allerton. , — 
NORWICH. NORFOLK AND NORWICH HOSPITAL. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. CONSULTANT 
PLASTIC SURGEON (6 notional half-days weekly) at the 
above Hospital. Wide experience in the specialty essential. 
The salary and terms and conditions of service of hospital 
medical and dental staffs will apply. 

Applications (8 copies), stating age, qualifications, and details 
of present and previous appointments, together with the names 
of 3 referees, should reach the undersigned not later than 
19th February, 1951. Canvassing of Board or Committee 
members will disqualify. Candidates are invited to visit the 
Hospital by direct arrangement with the Hospital Management 
Committee Secretary, Mr. F. L. Gatfield, at the Norfolk and 
Norwich Hospital. K. V. F. Morton, Secretary. 

117, Chesterton-road, Cambridge. 

SHEFFIELD REGIONAL HOSPITAL BOARD. Applica- 
tions are invited from registered medical practitioners for the 
part-time post of CONSULTANT DERMATOLOGIST for 8 
notional half-days at the Nottingham Skin Clinic, with duties 
also at the Nottingham City Hospital, Grantham and Kesteven 
General Hospital, Newark Town and District Hospital, and 
Nottingham General Hospital. The successful candidate will be 
required to take up his duties as soon after Ist July, 1951, as 
possible. The salary and conditions of service will be in accord- 
ance with those agreed between the Ministry of Health and the 
profession. The post will be subject to the National Health 
Service (Superannuation) Regulations, 1950. 

Application forms and full details may be obtained from the 
Secretary, Sheffield Regional Hospital Board, Fulwood House, 
Old Fulwood-road, Sheffield, 10. Completed forms must be 
received not later than 24th February, 1951. Canvassing will 
disqualify, but candidates are invited to visit the hospitals and 
clinic concerned by arrangement with the Hospital Management 
Committees concerned. a tell ea ath 3 aT 
SHEFFIELD REGIONAL HOSPITAL BOARD. Applica- 
tions are invited from registered medical practitioners, prefer- 
ably with a higher qualification i:. psychiatry, for the following 
whole-time posts :— 

(a) ASSISTANT PSYCHIATRIST, who will be attached to 
the Saxondale Hospital, Radcliffe-on-Trent, Notts. A house 
on the hospital estate is available for the successful candidate. 

(b) ASSISTANT PSYCHIATRIST, who will be attached to 
the Towers Hospital, Leicester. A flat on the hospital estate 
is available for the successful candidate. 

The salaries and conditions of service will be those laid down 
by the Ministry for Senior Hospital Medical Officers—£1300- 
£1750 p.a., starting-point will be according to age. The post 
will be subject to the National Health Service (Superannuation) 
Regulations, 1950. 

Application forms and further details may be obtained from 
the Secretary, Sheffield Regional Hospital Board, Fulwood 
House, Old Fulwood-road, Sheffield, 10. Completed forms must 
be received not later than 24th February, 1951. Canvassing will 
disqualify, but candidates are invited to visit the hospitals 
concerned by direct arrangement with the Medical Superinten- 
dent of the hospitals. 


WINDSOR GROUP OF HOSPITALS. North West 
METROPOLITAN REGIONAL HOSPITAL BOARD invite applications 
for the appointment of ORTHOPAZDIC AND TRAUMATIC 
SURGEON to the above Group of Hospitals. The appoint- 
ment will be whole-time or for the maximum permitted number 
of sessions. The main hospitais of this group are King Edward 
VII Hospital, Windsor (200 Beds) ; Canadian Red Cross Mem- 
orial Hospital, Taplow (250 general Beds, plus 200 for juvenile 
rheumatism) ; Upton Hospital, Slough (170 Beds); Maiden- 
head Hospital (100 Beds); St. Mark’s Hospital, Maidenhead 
(155 Beds); and Heatherwood Orthopedic Hospital, Ascot 
(250 Beds). The terms and conditions of service for hospital 
medical and dental staffs (Consultants) will apply to the post. 
Applications, stating date of birth, qualifications, and experi- 
ence, with the names of 3 referees, should reach the Secretary, 
North West Metropolitan Regional Hospital Board, 114, Port- 
land-place, W.1, not later than 17th February, 1951. Canvassing 
will disqualify, but candidates are invited to visit the hospitals 
by direct appointment with the Secretaries of the hospitals. 
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SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD invite applications to fill a vacancy for a 
CONSULTANT ANZASSTHETIST at the following groups of 
hospitals :— 

(i) Bromley. 

(ii) Sidcup ae Swanley. 

Candidates must have had wide experience in anesthetics 
and hold the Diploma in Anesthetics. Choice of whole-time 
employment or the maximum number of part-time sessions will 
be. offered. The appointment will be in accordance with the 
terms and conditions of service of hospital medical and dental 
staffs (England and Wales). 

Apply, stating nationality, age, sex, qualifications, and 
experience, including details of present appointment and of 
war service, together with the names and addresses of 3 referees, 
to the Secretary, Advisory Appointments Committee, South 
a ng om ay ~ Regional Hospital Board, 11, Portland-place, 

> ast day for acceptance of applic: ations will be 23rd 
} 6 le 1951, and selected candidates will be interviewed in 
London on 5th April, 1951. Canvassing of members of the 
Board or the Advisory Appointments Committee will disqualify 
but applicants may visit the hospitals cone erned. 
TAPLOW, BERKS. CANADIAN RED cross 
MEMORIAL HOSPITAL. NORTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD invite applications for the appointment of 
PATHOLOGIST at the above Hospital, either whole-time or 
for the maximum permitted number of sessions. This is a modern 
hospital of 250 general Beds (plus 200 Beds for juvenile 
rheumatism) and all the usual special departments. The terms 
and conditions of service for hospital medical and dental staffs 
(Consultants) will apply to the post. 

Applications, stating date of birth, qualifications, and experi- 
ence, with the names of 3 referees, should reach the Secretary, 
North West Metropolitan Regional Hospital Board, 114, 
Portland-place, W.1, not later than 17th February, 1951. 
Canvassing will disqualify, but candidates are invited to visit 
oe os gang by direct appointment with the Secretary of the 

ospita 
WELSH REGIONAL HOSPITAL BOARD invite appli- 
cations for the appointment of a Whole-time CONSULTANT 
PHYSICIAN to serve the hospitals in the Merthyr and Aberdare 
Hospital Management Committee group. He will be based on 
Merthyr General Hospital (120 Beds) but will be expected to 
visit other hospitals in this and rieighbouring groups and reside 
in the Area. Possession of a higher qualification is essential. 
Salary in accordance with the terms and conditions of service 
of hospital medical staff. 

Application (10 copies), stating date of birth, giving a summary 

of qualifications, experience, and publications, with names of 
3 referees, should be addressed to the Senior Administrative 
Medical Officer, Welsh Regional Hospital Board, Cathays Park, 
Cardiff, within 14 days of appearance of this advertisement. 
Canvassing will disqualify but this does not preclude candidates 
from visiting hospitals in the group. 
NEW ZEALAND. AUCKLAND HOSPITAL BOARD. 
Applications are invited from suitably qualified medical practi- 
tioners, preferably with a highes qualification, for the positions 
of ASSISTANT E.N.T. SURGEONS, Part-time Visiting 
Medical Staff, for the period ending 31st March, 1952. The 
vacancies exist at the Auckland and Green Lane Hospitals, and 
appointees are required to take up their duties as soon as possible. 
Salary £300 p.a. Memorandum relating to the positions and forms 
of application may be obtained from the office of the High 
Commissioner for New Zealand, 415, Strand, London, W.C.2. 

Applications close with the ‘undersigned "at the Office of the 
Board, Kitchener Street, Auckland, New Zealand, at NOON 
en Monday 5th March, 1951. R. F. GALBRAITE, Secretary. 





Hospital Services : Junior Appointments 


CENTRAL MIDDLESEX HOSPITAL, Park Royal, 
N.W.10. NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. SENIOR REGISTRAR in X-ray Department. Whole- 
time, non-resident appointment, under supervision of Consultant, 
will include teaching. Post vacant 2nd April, 1951. Possession 
of Diploma in Radiology desirable. Salary, terms, and conditions 
of service as issued by Ministry of Health. 

Application forms obtainable from, and returnable to, the 

Secretary, Central Middlesex Group Hospital Management 
Committee, Acton-lane, N.W.10, by 20th February, 1951. 
Canvassing disqualifies. 
DREADNOUGHT SEAMEN’S HOSPITAL, Greenwich, 
8.E.10. There will be a vacancy for a HOUSE SU RGEON on 
9th March, 1951, and applications are invited from registered 
British medical practitioners. Salary in accordance with the 
terms of service for hospital medical staff in the National Health 
Service—i.e., £400 or £450 p.a., according to experience, 

Applications, stating age, qualifications, and medical school 
with dates, and previous experience, accompanied by the names 
of not less than 3 recent referees, to be sent not later than 
28th February, 1951, 








F. A. Lyon, Secretary of the 
Seamen’s Hospitals a Committee. 
__ Dreadnought Hospital, Greenwich, S.E.10 
DREADNOUGHT SEAWNEN’S HOSPITAL, ‘Greenwich, 
$.E.10. There will be a vacancy for a HOUSE SU RGEON on 
17th March, 1951, and applications are invited from registered 
British medical practitioners. Salary in accordance with the 
terms of service for hospital medic al staff in the National Health 
Service—i.e., £400 or £450 p.a., according to experience. 
Applications, stating age, qualifications, and medical school 
with dates, and previous experience, accompanied by the names 
of not less than 3 recent refere es, to be sent as soon as possible 
. A. LYON, Secretary of the 
Seamen’s “Hospitals Manage ment Committee. 
Dreadnought Hospital, Greenwich, 8.E.10 








BROOK GENERAL HOSPITAL, Shooters Hill-road, 
8.E.18. HOUSE SURGEON (Thoracic Surgical Unit), vacant 
March. Salary £350-—£450 p.a., less £100 p.a. for residence. 
Apply to Secretary. Memorial Hospital, Woolwich, S.E.18. 

DULWICH HOSPITAL, East Dulwich-grove, S.E.22. 
Applications invited for appointment as HOUSE OFFICER 
(medical duties), position vacant from 4th March, 1951. Salary 
£350, £400, or £450 a year, according to experience. Resident 


-post with deductions at rate of £100 a year for resident services 


provided. Appointment tenable for 6 months in first instance. 

Applications, stating age, details of qualifications, and experi- 

ence, enclosing copy testimonials, to the Secretary, Camberwell 
Hospitals Management Committee, Dulwich Hospital, East 
Dulwich-grove, S.E.22. 
ELIZABETH GARRETT ANDERSON’ HOSPITAL, 
Euston-road, N.W.1. Applications invited from registered 
Women , practitioners for post of HOUSE SURGEON, 
CASUALTY OFFICER with charge of general surgical ward. 
Post recognised for F.R.C.S. examination. Appointment for 
6 months. Salary according to Ministry of Health scale for 
House Officers. Duties to commence Ist April, 1951. 

Applications, with copies of 3 recent testimonials, should be 
sent to the Secretary by 14th February. 

ELIZABETH GARRETT ANDERSON HOSPITAL, 
eal road, N.W.1. Applications invited from _ registered 

en dical practitioners for post of SECOND HOUSE 
pars CLAN, vacant Ist April, 1951. Appointment for 6 
chain Salary according to Ministry of Health scale for 
House Officers. 

Applications, with copies of 3 recent testimonials, should be 

sent to the Secretary by 14th February. 
HACKNEY HOSPITAL, E.9. Required, House Physician, 
post tenable for 6 months commencing Ist March, 1951. Salary 
and conditions of service as approved for hospital medical staff, 
with charge of £100 p.a. for residential amenities. 

Applications, with copies of 3 testimonials, to reach the 
Secretary, Hospital Management Committee, Hackney Group 
No. 6, Group Administrative Offices, Hackney Hospital, 
London, E.9, not later than 19th February, 1951. 


HACKNEY HOSPITAL, E.9. Required, Resident Obstetric 
AND GYNACCOLOGIC AL SENIOR HOUSE OFFICER 
Post recognised for M.R.C.O.G. Appointment tenable for 1 
year as from 6th March, 1951. Previous experience in obstetrics 
and gynecology essential. Salary and conditions of service as 
approved for hospital medital staff, with charge of £130 p.a. 
for residential amenities. . 

Applications, with copies of 3 testimonials, to reach the 
Secretary, Hospital Management Committee, Hackney Grotnp 
No. 6, Group Administrative Offices, Hackney Hospital, London, 
E.9, not later than 19th February, 1951. 


HAMPSTEAD GENERAL HOSPITAL, The Green, 
N.W.3. ROYAL FREE GROUP. Required, CASUALTY OFFICER 
(resident), Male or Female. Salary £400 or £450 p.a., according 
to experience, plus £50 p.a. as a supplemental payment, post 
vacant Ist April, tenable for 6 months at the Main Outpatient 
Department, Camden Town, N.W.1 

Applications must be made on the prescribed form, with copies 
of 3 recent testimonials, to be a at once. 

K. A. F. Mites, House Governor. 


HIGHLANDS HOSPITAL, ee London, N.21. 
Applications invited for appointment of HOUSE SURGEON 
for Orthopeedic and Fracture Department, vacant 24th March, 
1951, for a period of 6 months. Salary in accordance with the 
—— and conditions of service of hospital medical and dental 
staffs. 

Applications, together with copies of 3 testimonials, to be 
sent to the Secretary, Northern Group Hospital Management 
Committee, Royal Northern Hospital, Holloway, London, N.7, 
from whom forms of application may be obtained, to be returned 
not later than 3rd March, 1951. 


HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be vacancies on 15th 
April, 1951, for the following :— 

3 HOUSE PHYSICIANS. 

HOUSE SURGEON to the Orthopedic and Plastic Depart- 

ments. 

The posts, which are resident and tenable for 6 months, 
are graded as Senior House Officers in accordance with the terms 
and conditions of service of hospital medical and dental staffs 
(England and Wales), the salary being at the rate of £670 p.a. 

Further particulars and form of application, which must 
be returned not later than 5th March, 1951, are obtainable 
from H. F. RUTHERFORD, House Governor and Secretary. 


HOSPITAL FOR SICK CHILDREN, Great Ormond- 
— London, W.C.1. There will be a vacancy on 9th 
1951, for an ASSISTANT RESIDENT MEDICAL 
OFric ER at the Country Branch Hospital, Tadworth, Surrey 
(101 Beds). The post, which is tenable for 6 months, is graded 
as that of Senior House Officer in accordance with the terms 
and conditions of service of hospital medical and dental staffs 
(England and Wales), the salary being at the rate of £670 p.a. 
Further particulars and form of application, which must be 
returned not later than Monday, 5th March, 1951, are obtainable 
om H. F. RUTHERFORD, House Governor and Secretary. 


HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There is a vacancy for an ORTHO- 
PEDIC REGISTRAR (part-time) attending the Outpatient 
Department for 1 session per week on Monday morning. The 
appointment, which is renewable, is tenable in the first instance 
for 1 year, and is graded as a Registrarship, in accordance 
with the terms and conditions of service of hospital medical 
and dental staffs (England and Wales). 

Further particulars and form of application, which must be 
returned not later than 5th March, 1951, are obtainable fron 
H. F. RUTHERFORD, House Governor and Secretary. 
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HOSPITAL FOR TROPICAL DISEASES. Applications 
invited for RESIDENT MEDICAL OFFICERS (Registrar 
grade), 2 posts vacant 12th and 19th March. Salary £775 p.a., 
less residential allowance. Appointment for 6 months, renewable. 

Applications, quoting 2 referees, to reach Secretary, 23, 
Devonshire-street, W.1, by 23rd February. ‘< 
KING EDWARD MEMORIAL HOSPITAL, Ealing. 
HOUSE OFFICER (second or third post) to Casualty and 
Fracture Departments. Salary, terms, and conditions as approved 
for hospital medical staff. 

Applications, stating age, nationality, qualifications with 
dates, and details of experience, together with copies of 2 recent 
testimonials, should be sent to the Secretary, South West 
Middlesex Hospital Management Committee, 1, Churchfield- 
road, Ealing, W.13, as soon as possible. 


LEYTONSTONE HOSPITAL MANAGEMENT COM- 
MITTEE. tequired at Langthorne Hospital for the Group 
Geriatric Unit, a Locum GERIATRIC SENIOR REGISTRAR 
or SENIOR MEDICAL REGISTRAR. Salary £1000 p.a. 

Applications, stating age, experience, and qualifications, and 
names of 3 referees, to the Secretary, Administrative Offices, 
Langthorne Hospital, E.11, by 17th February, 1951. 
LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. Vacancies occur for 2 Part-time MEDICAL 
REGISTRARS, each to attend 6 notional half-days a week 
including 1 refill clinic. The grading will be that of Registrar 
or Senior Registrar according to qualifications and” experience. 
The appointment is for 1 year from ist April and renewable. 

Applications, stating age, qualifications with dates, and 
previous appointments held, and accompanied by copies of 3 
testimonials, should reach the undersigned not later than 
2lst February, 1951. 

London Chest Hospital, E.2 THOMAS BROWN, 


Secretary. — 

LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. A vacancy occurs for Part-time REGISTRAR, 
E.N.T. Department, to attend 2 notional half-days a week in 
London and 1 attendance fortnightly at Country Branch (near 
Letchworth). The grading will be that of Registrar or Senior 
Registrar according to qualifications and experience. The 
appointment is for 1 year from Ist April and renewable. 

Applications, stating age, qualifications with dates, and 
previous appointments held, and accompanied by copies of 3 
testimonials, should reach the undersigned not later than 
2ist February, 1951. 

London Chest Hospital, E.2. THomMAS BRown, Secretary. 


LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. A vacancy occurs Ist April, 1951, for RESIDENT 
SURGICAL OFFICER. Appointment for 6 months, with the 
prospect of renewal, of which 2 will be at the Country Branch, 
near Letchworth. Post graded as Senior House Officer or 
Registrar, according to qualifications and experience. Previous 
surgical experience necessary. 

Applications, stating age, 


qualifications with dates, and 
previous appointments held, 


with copies of 3 testimonials, 
should reach the undersigned not later than 21st February, 1951. 
London Chest Hospital, E.2 THOMAS Brown, Secretary. _ 


LONDON CHEST HOSPITAL. Hospitals for Diseases, 
OF THE CHEST. Vacancies occur 1st April, 195%, for :— 

RESIDENT HOUSE PHYSICIAN 

NON-RESIDENT HOUSE PHYSICIAN. 
Appointments for 6 months, 4 in London, 2 at the Country 
Branch (resident), near Letchworth, and posts are graded as 
House Officer. Duties include work in the Outpatient I Depest- 
ment and Refill Clinics as well as in wards. 

Applications, stating age, qualifications with dates, and 
previous appointments held, with copies of 3 testimonials, 
— reach the undersigned not later than 2ist February, 


London Chest Hospital, E.2. THomas Brown, Secretary. 


MAIDA VALE HOSPITAL FOR NERVOUS DISEASES, 
London, W.9. Full-time SURGICAL REGISTRAR (non- 
resident) to the Neurosurgical Department. Appointment in the 
— instance for 12 months from ist March, 1951, renewable. 
Grading as Senior Registrar. Terms and conditions of service 
in accordance with the National Health Service Act. ° 

Applications, with copies of two recent testimonials, to be 
addressed to the Secretary as soon as possible. 


MAIDA VALE HOSPITAL FOR NERVOUS DISEASES, 
London, W.9. HOUSE SURGEON (resident) to the Neuro- 
surgical Department. Appointment for 6 months from 
Ist March, 1951. Salary and conditions of service in accordance 
with National Health Service Act. 

Applications, with copies of 3 recent testimonials, should be 
addressed to the Secretary as soon as possible. 
MILE END HOSPITAL, Bancroft-road, London, E.1. 
(455 Beds.) Required, HOUSE PHYSIC IAN (House Officer, 
first, second, or third post). Salary, &c., in accordance with 
national scale. Tenable for 6 months. Post vacant 16th March, 

Application forms obtainable from the Secretary, Stepney 
Grove Hospital Management Committee, Raine-street, Wapping, 





NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD invite applications for the non-resident position 
of SENIOR REGISTRAR (pulmonary tuberculosis) for duties 
at Edmonton Chest Clinic, 279, Fore-street, Edmonton, N.9, 
and associated hospitals. T he appointment is subject to annual 
review, and the terms and conditions of service for hospital 
medical staff will apply. 

Applications in duplicate, stating date 
of qualifications, and experience, present appointment, grade 
and salary, together with 2 copies of 2 recent testimonials, 
should reach C. E. Nico., Secretary, North East Metropolitan 
Regional Hospital Board, 114, Portland-place, London, W.1, 
by 17th February, 1951. Canvassing disqualifies. 


of birth, full details 
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MILDMAY MISSION HOSPITAL, Austin-street, Bethnal 
Green, London, E.2. Applications invited from registered 
medical practitioners for the vacant post of RESIDENT 
HOUSE PHYSICIAN AND CASUALTY OFFICER (House 
Officer 1). Salary £350, less £100 p.a. for residential emoluments. 
Candidates should be in full sympathy with the evangelistic 
aims of the Hospital and preference will be given to intending 
medical missionaries. 

Applications and references to be addressed to the Medical 

Superintendent. 
PADDINGTON GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of GENERAL 
DENTAL PRACTITIONER (1 session a week) for duty at 
the Paddington and Kensington Chest Clinis, 14-18, Newton- 
road, W.2. Salary and other conditions in accordance with the 
terms and conditions of service for hospital medical and dental 
staffs 

Applications, stating age, qualifications, 
together with the names and addresses of 3 referees, to reach 
the undersigned by 28th February, 1951. Canvassing will 
disqualify, but candidates are invited to visit the Clinic by 
appointment before applying. 

’. R. JoLiy, Secretary, 
Paddington PE ad Hospital Management C ommittee. 

Paddington Hospital, 285, Harrow-road, London, W.9. 
PUTNEY HOSPITAL, Lower Common, S.W.15. ‘Weitoreca 
AND PUTNEY GROUP HOSPITAL MANAGEMENT  COMMI 
CASUALTY OFFICER AND FRACTURE HOUSE SURGEON 
(non-resident) required from Ist April, 1951, for 6 months. 
Salary on national scale for House Officer. 

Applications, with 3 testimonials, to Administrative Officer 

by 24th February, 1951. 
ROYAL NORTHERN HOSPITAL, Holloway, London, N.7. 
NORTHERN GROUP HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions invited from registered medical practitioners for appoint- 
ment of OBSTETRIC AND GYNACOLOGICAL HOUSE 
SURGEON, vacant on 18th March, 1951, for a period of 6 
months. Preference will be given to candidates with previous 
obstetric experience. Salary at the rate of £400-£450 p.a., 
according to experience, with a deduction of £100 p.a. in respect 
of residential emoluments. 

Applications, stating- age, qualifications with dates, and 
nationality, accompanied by copies of 3 recent testimonials, 
to be sent to the undersigned hot later than 24th February, 1951. 

‘GILBERT G. PANTER, Secretary. 
SAMARITAN HOSPITAL FOR WOMEN, Marylebone- 
road, N.W.1. Required, RESIDENT MEDICAL OFFICER, 
graded as Junior Registrar in accordance with conditions of 
service as laid down by Minister of Health. Tenure of post 
will be 1 year from Ist April, 1951. Deduction of £100 p.a. for 
residential emoluments. Preference given to qualified medical 
practitioners intending to specialise in gyneetology and obstetrics. 

Applications, stating date of birth, qualifications with dates, 
details of previous appointments, and accompanied by 2 testi- 
monials, should reach the undersigned by 28th February, 1951. 

D. L. JONES, Secretary. 

SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, S.W.4, Applications invited from 
registered Female medical practitioners for appointment of 
OBSTETRIC HOUSE SURGEON, vacant on 17th March, 
1951. Post recognised for the M.R.C.0O.G. The appointment is 
for a period of 6 months. Salary £350, £400, or £450 p.a., 
according to Page 9g e, less a deduction of £100 p.a. in respect 
of board, lodging, & 

For form of hs apply to the Senior Administrative 
Assistant at the Hospital. 


SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, S8S.W.4. Applications invited from 
registered Women medical peae ractitioners for appointment of 
RESIDENT MEDICAL OFFICER at the Hospital’s 50-Bed 
country branch, near Crawley, Sussex ; the post becomes vacant 
on Ist March 1951. The post is of Senior House Officer 
(formerly Junior Registrar) status, and the appointment will 
be for a period of 1 year. Salary £670 p.a., less £150 p.a. for 
board, residence, &c. 

For form of application apply to the Senior Administrative 
Assistant at the Hospital. 


ST. JOHN’S HOSPITAL FOR DISEASES yr THE SKIN, 
Lisle-street, Leicester‘square, London, W.C.2. Applications are 
invited for the appointment of a Full-time SENIOR REGIS- 
TRAR. Candidates should have special experience in dermato- 
logy and possession of a higher qualification is desirable. Appoint- 
ment is subject to National Health Service terms and conditions 
= —_ of hospital medical and dental staffs (England and 

Vales ). 

Applications addressed to the Secretary to the Board of 
Governors, stating age, qualifications and experience, with 
names of 3 referees, should be received by 24th February, 1951. 


ST. NICHOLAS HOSPITAL, Plumstead, 8.E.18. 

HOUSE PHYSICIAN, vacant Ist March. 

HOUSE SURGEON, vacant 14th March approximately. 
Salary £350, £400, or, £450 a year, according to experience, 
less £100 p.a. for residential emoluments. 

Applications, together with copies of 2 recent testimonials. 
to be sent to Secretary, Woolwich Group Hospital Management 
Committee, Memorial Hospital, Woolwich, S.E.18. 

ST. THOMAS’S HOSPITAL, London, S.E.1. Applications 
invited from registered medical practitioners for post of SENIOR 
REGISTRAR in the Children’s Department. Whole-time for 
1 year in the first instance from 15th May, 1951. Terms and 
conditions of service of hospital medical and dental staffs will 


apply. 
with 





and experience, 


Applications (12 copies), stating age, qualifications 
dates, details of experience, and the names and addresses of 3 
referees to whom the Hospital may write, should be received 
by the Clerk of the Governors not later than 9th March, 1951. 
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ST. GEORGE’S HOSPITAL, S.W.1. Applications are 
invited for the post of FIRST ASSISTANT in the grade of 
Registrar or Senior Registrar. according to experience and 
qualifications, to the Orthopedic and Fracture Department, 
which falJs vacant on Ist March, 1951. The appointment is for 
1 year in the first instance. 

Applications, together with the names of 2 referees, should be 
sent to the undersigned not later than 16th February, 1951. 

on J P. H. CONSTABLE, House Governor. 
ST. MARY’S HOSPITAL, London, W.2. Applications 
invited for post of NON- RESIDENT CASU ALTY SURGEON. 
Candidates must have held an appointment as House Surgeon 
at.this Hospital, or at another general hospital approved by the 
Board of Governors. The appointment is for a first period of 
6 months, as from the Ist March, 1951. The grading of this post 
is Senior House Officer—i. e., £670 p.a. Applications will, 
however, be considered from candidates not eligible for. Senior 
House Officer posts. The grading in this instance would be on 
the appropriate House Officer level. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, and details of previous 
appointments, together with the names and addresses of 3 
referees, should reach the undersigned by 17th February, 1951. 

25th January, 1951. ALAN PowpITcH, House Governor. 
ST. MARY’S HOSPITAL FOR WOMEN AND CHILDREN, 
Plaistow, London, E.13. Applications invited for the combined 
appointment of RESIDENT CASUALTY OFFICER AND 
ANAESTHETIST (Senior House Officer grade) for a period of 
1 year commencing 24th February, 1951. The appointment is 
subject to the terms and conditions of service as prescribed 
by the Ministry of Health. 

Candidates should send applications, together with copies of 
recent testimonials, —, to— 

HUNTLEY, Secretary 
West Ham Group Hospital Management Committee. 

Stratford, London, E.1 
ST. PETER’S AND hs “PAUL'S HOSPITALS. St. Peter’s 
HOSPITAL. A vacancy for Temporary SENIOR REGISTRAR 
(resident) will occur on Ist April, 1951. Applications invited 
from Male candidates on the British Register with experience 
in a similar office. Appointment for 6 months in the first instance 
and subject to recommendation may be extended for a further 
6 months. Successful candidate should be prepared to remain 
at the Hospital for 12 months. 

Applications (12 copies), with 12 copies of 3 recent testi- 
monials, should reach the House Governor, St. Peter’s Hospital, 
Henrietta-street, London, W.C.2, by 28th February, 1951. 
TAVISTOCK CLINIC, 2, Beaumont-street, by gear Ww.1. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD, 
PSYCHIATRIC REGISTRAR or SENIOR "REG ISTRAR 
required in Child Guidance Department, for 1 year in the first 
instance. Salary, terms, and conditions of service as issued 
by Ministry of Health. Consideration given to applicants with 
good experience preferring half-time appointment. 

Application forms obtainable from, and returnable to, the 

Secretary, Central Middlesex Group Hospital Management 
Committee, Acton-lane, N.W.10, by 20th February, 1951. 
Canvassing disqualifies. 
THORPE COOMBE MATERNITY HOSPITAL, Wal- 
thamstow, London, E.17. (54 Beds.) Applications invited 
from medical Women for the post of JUNIOR RESIDENT 
MEDICAL OFFICER, vacant 19th March, 1951. Salary £400 
or £450 p.a., according to experience, less £100 p.a. for board, 
lodging, &c. Some experience desirable. The Hospital is recog- 
nised for the M.8.C.0.G. and D.Obst. R.C.O.G. Annual number 
of confinements 1200. 

Applications, stating age, qualifications, and experience, with 
the names of 2 referees, should be sent not later than 14th 
February, 1951, to the Secretary, Hospital Management Com- 
oT ham Forest Group (No. 11), Langthorne-road, Leytonstone, 
WHIPPS CROSS HOSPITAL. Leytonstone Hospital 
MANAGEMENT COMMITTEE. Applications invited for position 
of HOUSE PHYSICIAN (second or third post) to the Peediatric 
Department, at above Hospital, which will fal] due on Ist April, 
1951. Salary and conditions of service in accordance with those 
+ oa, the Ministry of Health. This post is recognised for 
the D.C.H. 

Further particulars may be obtained from the Medical 

Superintendent of the Hospital, Whipps Cross-road, Leytonstone, 
.11, to whom applications, giving age, qualifications, experience, 
—— names of 3 referees, should be sent by 19th February, 
1951. 
WHIPPS CROSS HOSPITAL. Leytonstone Hospital 
MANAGEMENT COMMITTEE. Applications are invited for the 
temporary non-resident post of E.N.T. REGISTRAR at the 
above Hospital, with the possibility of the tenure of office being 
extended for the full training period. Salary £775 p.a. 

Applications, stating age, qualifications, and experience, 
together with the names of 3 referees, to the Medical Super- 
intendent, Whipps Cross Hospital, E.11, by 19th February, 1951. 
WILLESDEN GENERAL HOSPITAL, Harlesden-road, 
N.W.10. CASUALTY OFFICER (Senior House Officer) 
required. Appointment for 1 year, commencing Ist April, 1951. 
Salary £670 p.a., less £100 p.a. for residence. Terms and condi- 
tions of service as issued by Ministry of Health. 

Applications, with names of 2 referees, to Secretary, Central 
Middlesex Group Hospital Management Committee, Acton-lane, 
N.W.10, by 17th February, 1951. 

Provincial 
AYLESBURY. TINDAL GENERAL HOSPITAL. (297 
Beds.) HOUSE SURGEON (first or second post), vacant 
cg yi es vir post offers good surgical experience and is recognised 
or the 


Please apply, “4 with 2 testimonials or names for reference, to 
the Administrative Officer. 








ARLESEY, BEDS. THREE COUNTIES HOSPITAL 
(MENTAL). Applications invited for post of JUNIOR ASSIS- 
TANT PSYCHIATRIST (resident or non-resident). Salary 
£700-—£1000, according to experience and qualifications. The 
Hospital (1350 Beds) which carries out all forms of treat- 
ment and provides facilities for research work, is conveniently 
situated, enabling Medical Officers to attend D.P.M. and other 
courses in London. Some 900 patients are admitted yearly 
(85% voluntary). Outpatient clinics are held at the local general 
hospitals. 

Application forms are available on request to the Medical 

Superintendent. 
ASHFORD HOSPITAL, Ashford, Middlesex. Staines 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 2 
SENIOR HOUSE OFFICERS, 1 resident (Male), 1 non-resident 
for Pathological Laboratory, posts vacant on Ist April, 1951 
Previous clinical experience essential but pathological experience 
not essential. National Health Service salary scale and terms 
and conditions of service. 

Applications, stating age, nationality, qualifications, and 

experience, with names and addresses of 3 referees, to Medical 
Director of Hospital as soon as possible. 
BATH. ROYAL UNITED HOSPITAL. Applications 
invited from registered medical practitioners for post of HOUSE 
SURGEON (gyneecology and obstetrics). Salary, terms, and 
conditions of service in accordance with those issued by Ministry 
of Health. 

Applications, stating age, qualifications, and experience, with 
3 recent testimonials, to be forwarded immediately to Adminis- 
trative Officer. J. LAWRENCE MEARS, Secretary, 

Bath Hospital Management Committee. 

Manor Hospital, Bath. 

BEDFORD GENERAL HOSPITAL (South Wing). Appli- 
cations invited for appointment of SENIOR HOUSE OFFICER 
for duties in the Orthopeedic and Traumatic Department. This 
appointment, which is recognised for examination purposes by 
the Royal College of Surgeons, will be for a period of 12 months 
in the first instance and offers exceptional opportunities for 
experience in a busy acute general hospital. Salary will be at 
rate of £670 p.a., less a deduction for residential emoluments. 

Applications, stating age, nationality, qualifications, previous 
appointments, and the names of 3 persons to whom reference 
may be made, if desired, should be addressed to the Secretary, 
Bedford Group Hospital Management Committee, 3, Kimbolton- 
road, Bedford. * 
BEDFORD GENERAL HOSPITAL. (426 Beds.) Required, 
SENIOR ANAESTHETIC HOUSE OFFICER (resident). for 
duties in both Wings of this Hospital. The post, which is vachnt 
on 28th February, 1951, is recognised for the D.A. examination 
and provides good experience of anzesthetics in a busy acute 
general hospital. Salary £670 p.a., less a deduction for 
residential emoluments. 

Applications, giving age, sex, nationality, qualifications, and 

previous appointments, together with the names of 3 persons to 
whom reference may be made if desired, should be sent forthwith 
to the Sec seers Bedford Group Hospital Management 
¢ ‘ommittee, . Kimbolton- road, Bedford. 
BEDFORD "GENERAC HOSPITAL (South Wing). Resi- 
DENT HOUSE SURGEON required to fill vacancy on Ist April, 
1951. This appointment is recognised for examination purposes 
by the Royal College of Surgeons, and offers exceptional oppor- 
tunities for general experience in a busy acute surgical unit. 

Applications, stating age, nationality, qualifications, previous 
appointment, and the names of 3 persons to whom reference may 
be made if desired, should be addressed to the Secretary, Bedford 
Group Hospital Management Committee, 3, Kimbolton-road. 
Bedford. , 
BECKENHAM MATERNITY HOSPITAL. Bromley 
GROUP HOSPITAL MANAGEMENT COMMITTEE. OBSTETRIC 
HOUSE OFFICER required. Salary £400-£450 p.a., according 
to experience, less £100 a year in respect of board and lodging 
and other services provided. The Hospital is approved for the 
D.Obst. R.C.O.G. The appointment is tenable for 6 months. 
Candidates with some previous obstetric experience would be 
preferred. 

Applications, with the names and addresses of 3 referees, 

should be sent to the Administrative Officer, Beckenham 
Hospital, Croydon-road, Beckenham, Kent. 
BECKENHAM HOSPITAL, Kent. Bromley Group 
HOSPITAL MANAGEMENT COMMITTEE. HOUSE SURGEON 
required at this busy general hospital of 100 Beds. Appointment 
for 6 months in the first instance, and the salary will be £350 
£450, according to experience, less £100 p.a. for board and 
lodging and other services provided. 

Requests for further information, and applications, stating 
age, qualifications, and details of experience, should be sent to 
the Administrative Officer, Beckenham Hospital, Croydon-road, 
Beckenham, Kent. 

BLACKPOOL. DEVONSHIRE ROAD INFECTIOUS 
DISEASES HOSPITAL. Applications invited from registered medical 
practitioners for post of SENIOR HOUSE OFFICER. The 
person appointed will be resident in the hospital and will also 
be required to assist the Group Consultant Pediatrician and 
also will have other duties in connection with the care of beds 
under the Peediatrici ian at the Victoria Hospital (General), and 
“Glenroyd’’ Maternity Hospital, Blac kpool. The post will 
provide good opportunities for gaining experience in child health. 
The post is tenable for 1 year. Salary and conditions of service 
in accordance with the terms and conditions of service of hospité 11 
medical and dental staffs (England and Wales). Appropriate 
charges will be made for residence. 

Applications, stating age, qualifications with dates, and details 
of previous experience, together with copies of recent testi 
monials, should be sent to— 

WALTER R. SMITH, Secretary, 
Blackpool and Fylde Hospital Management Committee. 





Victoria Hospital, Blackpool. 
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BIRMINGHAM ACCIDENT HOSPITAL (209 Beds), 
BIRMINGHAM, 15. GROUP 25 BIRMINGHAM (SELLY OAK) HOSPITAL 
MANAGEMENT COMMITTEE. Applications invited from registered 
practitioners for the following posts :— 

RESIDENT SURGICAL OFFICER at above Hospital. 
The Hospital treats 50,000 new accident cases each year and 
the successful applicant will become a member of a surgical 
team. Salary £670 p.a. in accordance with the national terms 
and conditions of hospital medical and dental staffs. A deduction 
of £140 p.a. will be made in respect of emoluments. 

Detailed applications, giving the names and addresses of 
3 referees, should be sent to the Administrator. 

HOUSE SURGEON (Male or Female). The appointment 
will be for a period of 6 months, of which the first 2 will be 
with the Burns Unit (Medical Research Council) and the remain- 
der in general traumatic service. The Hospital treats 50,000 
new patients each year. The post offers practical experience 
in the treatment of all types of injury and includes a course 
of instruction on accident surgery given by the Consultant 
staff. Salary in accordance with the national terms and condi- 
tions of hospital medical and dental staffs. 

Detailed applications, accompanied by copies of recent 
testimonials, to be sent to the Administrator. 


BIRMINGHAM. MONYHULL HALL FOR MENTAL 
DEFECTIVES. Required, SENIOR HOUSE OFFICER. Salary 
£670 p.a. Non-resident or resident (in which case a charge of 
£125 p.a. will be made). Terms and conditions of service of 
hospital medical staff (England and Wales) will be applicable. 
Applications, stating age, present appointment, experience, 
a ations, with names of 3 referees. should be addressed to 
J.C. Earl, Monyhull Hall, Kings Heath, Birmingham, 14, 

within 14 days of this advertisement. 

R. J. PEPPER, Secretary. 


BIRMINGHAM REGIONAL HOSPITAL BOARD. Appli- 
cations invited for following whole-time appointments :— 

(a) SURGICAL REGISTRAR; duties in Burns Unit of 
Birmingham Accident Hospital (209 Beds), Selly Oak group. 
Candidates should have experience in general surgery. Possession 
of higher surgical qualifications would be an advantage. 

(b) RADIOLOGICAL REGISTRAR, Coventry group ; duties 
mainly at Coventry and Warwickshire Hospital (346 Beds) 
and Gulson Road Hospital (335 Beds). Candidates should possess 
D.M.R. and some experience in diagnostic radiology. 

Appointments in accordance with terms and conditions of 
service and subject to National Health Service superannuation 
regulations. 

Applications (15 copies), stating name, age, nationality, 
qualifications present and previous appointments, details of 
3 referees, to Secretary, 10, Augustus-road, Birmingham, 15, 
before 26th February. Canvassing will disqualify. Candidates 
may visit group hospitals. 


BIRMINGHAM, 29. SELLY OAK HOSPITAL. “Eye 
DEPARTMENT. GROUP 25 BIRMINGHAM (SELLY OAK) HOSPITAL 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER 
(resident or non-resident) required. Previous ophthalmic 


experience desirable. Salary £670 p.a.. in accordance with the 
national terms and conditions of hospital medical and dental 
staffs. 

Applications, stating age, qualifications. and experience, with 
copies of recent testimonials to be forwarded to the Medical 
Superintende nt, as soon as possible. 


BIRMINGHAM. THE CHILDREN’S HOSPITAL. The 
UNITED BIRMINGHAM HOSPITALS Applications invited from 
registered medical practitioners for the posts, of :— 

HOUSE PHYSICIAN, 

HOUSE SURGEON, 
vacant Ist May, 1951, for 6 months. Salary in accordance 
with terms and conditions of service for hospital medical staff, 
less £100 p.a. for board-residence. 

Forms of application may be obtained from the undersigned 
and should be returned not later than 28th February, 1951. 

N. R. Wixwoop, House Governor. 
Ladywood-road, Birmingham, 16. 


BIRMINGHAM. THE UNITED “BIRMINGHAM HOS- 
PITALS. THE BIRMINGHAM MATERNITY HOSPITAL. HOUSE 
SURGEON required. Salary £400 or £450 p.a., according to 
experience. The appointment is for a period of 6 months. 
Duties commence Ist May, 1951. 

Application forms can be obtained from the undersigned, and 
should be returned not later than 2nd March, 1951. 

BERNARI) SYLVESTER, House Governor. 
The United Birmingham Hospitals, Birmingham and 
Midland Hospitals for Women, Showell Green-lane, 
Sparkhill, Birmingham, 11. 


BOLTON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the following appoint- 
ments :— 

The Hulton Hospital (130 Beds) 

RESIDENT MEDICAL OFFICER (Senior House Officer 
grade), post vacant Ist March. Tenable for 12 mouths. Duties 
principally in connection with infectious diseases and dermato- 
logy cases, and some relief duties with tuberculosis cases. 
Previous prediatric experience is desirable. 

The Royal Infirmary, Bolton (237 Beds) 

RESIDENT SENIOR HOUSE OFFICER for general surgical 
duties, post vacant immediately. Tenable for 12 months and 
recognised for F.R.C.S. 

Salary for each appointment £670 p.a., 
service in accordance with the terms issued by the Ministry 
of Health. Appropriate charge made for residence. 

Applications, stating age, nationality, qualifications, and 
experience, together with the names of 2 persons to whom 
reference may be made, to be sent to the undersigned at the 
Royal Infirmary, Bolton, immediately. 

H. P. Travis, Secretary. 


with conditions of 
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BOLTON. THE ROYAL INFIRMARY. 
Junior Medical Establishment of 11.) Required, 3 RESIDENT 
HOUSE SURGEONS, one post vacant immediately, one on 
the 12th February, and the other on the Ist March. The Hospital 
is mainly surgical and each successful candidate will be attached 
to one of the surgical firms. Additional experience can be gained 
in various specialties. Appointments will be for 6 months, 
with salary £350, £400, or £450 p.a., according to experience. 
Other conditions of service in accordance with the terms issued 
by the Ministry of Health. A charge of £100 p.a. will be made 
for residence. 

Applications, stating age, nationality, 
experience, together with the names of persons to whom 
reference may be made, to be sent to the undersigned at the 
Royal Infirmary, Bolton, immediately. Red 

H. P. TRavis, Secretary, 

-Bolton and District Hospital race A Committee. 
BRADFORD ROYAL INFIRMARY. House Surgeon 
(Thoracic Unit) required. Salary £350-£450 p.a., according to 
experience, less £100 p.a. emoluments. 

Applications, stating age, nationality, qualifications, 
experience, with copy testimonials, to Secretary. 
BRADFORD ROYAL INFIRMARY. Orthopedic and 
ACCIDENT HOUSE SURGEON required. Salary £350—-£450 
p.a., according to experience, less £100 p.a. emoluments. 

Applications, stating age, nationality, qualifications, and 
experience, along with copy testimonials, to Secretary. 
BRADFORD. ST. LUKE’S HOSPITAL. House Surgeon 
(orthopedic and accident) required. Salary £350-£450 p.a., 
according to experience, less £100 p.a. emoluments. 


(237 


qualifications, and 





and 


Applications, stating age,* nationality, qualifications, and 
experience, along with copy testimonials, to Secretary, Royal 


Infirmary, Bradford. 


BRADFORD. ST. LUKE’S HOSPITAL. House Surgeon 
(obstetrics and gyneecology ). Salary £350-£450 p.a., according to 
experience, less £100 p.a. emoluments. 

Applications, stating age, nationality, qualifications, and 
experience, along with copy testimonials, to Secretary, Royal 
Infirmary, Bradford. 


BRIGHTON. ROYAL ALEXANDRA HOSPITAL FOR 
SICK CHILDREN, Dyke-road. BRIGHTON AND LEWES HOSPITAL 
MANAGEMENT COMMITTER. Required, HOUSE SURGEON. 
Salary at the rate of £350, £400, or £450 p.a., according to 
experience, less £100 for residential emoluments. Duties to 
commence from 9th February, for a period of 6 months. 

Applications, giving age, nationality, qualifications, and 
experience, together with copies of recent testimonials, to be 
sent to the Adniinistrative Officer immediately. 


BRISTOL ‘CLINICAL AREA. United Bristol Hospitals. 
SOUTH WESTERN REGIONAL HOSPITAL BOARD. Applications are 
invited by the above Boards from registered medical preatitioners 
for the joint appointment of REGISTRAR in Anesthetics at 
Frenchay Hospital, Bristol. 2 vacancies are available. Applicants 
must have a Diploma in Anesthetics. Previous experience in 
plastic, thoracic, and neurosurgical aneesthesia is desirable. The 
appointments are subject to the terms and conditions of service 
of hospital medical and dental staffs and will be held for 1 year 
in the first instance, when the contracts will be terminated : they 
may be renewed for a further year. 

Applications (10 copies), stating date of birth, qualifications, 
and experience, together with 10 copies of 2 testimonials, and 
the names and addresses of 2 referees, should be addressed to the 
Secretary of the Regional Hospital Board, 5, Cotham Lawn-road, 
Bristol, 6, so as to reach him not later than 26th February, 1951. 
Canvassing will disqualify. 


BRISTOL. COSSHAM/FRENCHAY | HOSPITAL MAN- 
AGEMENT COMMITTEF. FRENCHAY HOSPITAL. HOUSE SUR- 
GEON (Genera! Surgery Wards), vacant Ist March. 1951. 

Applications, with full particulars, should be addressed to the 
Seeretary, Frenchay Hospital, quoting G.S.F. 


BRISTOL. COSSHAM/FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. FRENCHAY HOSPITAL. HOUSE SUR- 
GEONS, Regional Neurosurgery Unit, vacancies will occur end 
of March and April. Posts offer useful surgical experience and 
the opportunity of gaining a working knowledge of neurological 
diagnosis. 

Applications, with full particulars, should be addressed to the 
Secretary, Frenchay Hospital quoting N.S.F. 


BRISTOL. COSSHAM/FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. COSSHAM MEMORIAL HOSPITAL, KINGSWOOD, 
BRISTOL. (101 Beds—-Acute General and Casualty.) SENIOR 
HOUSE OFFICER, vacant Ist April, 1951. Duties will be 
those of Resident Surgical Officer. Salary £670 p.a., in accord- 
ance with national scale and conditions of service. 

Applications, with full particulars, quoting R.S.C., should 
be received by the Secretary, Frenchay Hospital, not later than 
17th | February, 1951. 


BRISTOL. COSSHAM| FRENCHAY "HOSPITAL ~ MAN- 
AGEMENT COMMITTEE. COSSHAM MEMORIAL HOSPITAL. (101 Beds 
—General and Casualty.) Required, HOUSE SURGEON AND 
CASUALTY OFFICER (first post) required 1st March, 1951. 
National salary scale and conditions. 

Applications, with full particulars, should be sent to the 
Group Secretary, Frenchay Hospital, Bristol. 
BURNLEY GENERAL HOSPITAL. (656 Beds.) Senior 
o.N.T. HOUSE SURGEON. The post is now vacant and 
tenable for 1 year. Salary £670 p.a., and conditions of service in 
accordance witb the National Health Service terms. Good 
accommodation, pleasantly situated, available either for single 
or married person with family. 

Applications, with copies of 3 testimonials, should be sent 
forthwith to— . E. WHEATCROFT, Secretary, Burnley 

and District Hospital Management Committee. 
General Hospital, Casterton-avenue, Burnley, Lancs. 
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BURNLEY. VICTORIA HOSPITAL. (171 Beds.) Burnley 
AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
ORTHOPAEDIC HOUSE SURGEON. The post will become 
vacant Ist March, 1951, and is tenable for 1 year. Salary £670 
p.a. and conditions of service in accordance with the National 
Health Service terms. 

Applications, with copies of 3 testimonials, should be sent 
forthwith to J. E. WHEATCROFT, Secretary to the Committee. 

General Hospital. Casterton-avenue, Burnley. 

BURY AND ROSSENDALE HOSPITAL MANAGE- 
MENT COMMITTEE. 
Florence Nighiingale Hospital, Bury (120 Beds for 
Infectious Diseases) 
Aitken Sanatorium, Holcombe, near Bury (70 Beds 
for Tubercle) 

A vacancy exists fora HOUSE PHYSICIAN to work between 
these Hospitals. Applicants should have held previous House 
Officer posts. Salary and conditions of service will be in accord- 
pow with those laid down for hospital medical and dental 





staff 

ipoteniieus should be made immediately to— 

H. WILKINSON, Secretary to the Committee. 
__Bury General Hospital, W almersley- road, Bury, Lancs. 
BURY AND ROSSENDALE HOSPITAL MANAGE- 
MENT COMMITTEE. FAIRFIELD GENERAL HOSPITAL. ROSSENDALE 
GENERAL HOSPITAL. Applications invited for post of SENIOR 
HOUSE OFFICER (obstetrics) at each of the above Hospitals. 
Salary and conditions in accordance with national scale. 

Applications should be made immediately to— 

______—sO#HK. WK INSON, Secretary to the Committee. 
BURY GENERAL HOSPITAL. (164 Beds.) Required, 
HOUSE SURGEON. Post recognised for the F.R.C.S. Hospital 
is mainly surgical and experience can be gained in orthopedic 
and E.N.T. work. Salary and conditions of service in accordance 
with national scale. 

Applications, giving full details of qualifications and experi- 
ence, should be made immediately to— 

H. WILKINSON, Secretary, 
Bury and Rossendale Hospital Management Committee. 

_ Bury, General Hospital, Bury. Lancs. 

BURY ST. EDMUND’S. WEST SUFFOLK GENERAL 
HOSPITAL: (289 Beds.) WEST SUFFOLK HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE SURGEON (first or second post) for 
ophthalmic and E.N.T. duties. Appointment initially for 
6 months. Salary 50 or £400 p.a., less £100 emoluments, 
in accordance with National Health Service terms and conditions 
of service. 

Applications, stating age, nationality, qualifications, and 
experience, giving names of 3 referees, to the House Governor. 
BURY ST. EDMUND’S. WEST SUFFOLK GENERAL 
HOSPITAL. (289 Beds.) WEST SUFFOLK HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE PHYSICIAN (first or second post) for 
general medical duties, post vacant mid-February. Appointment 
initially for 6 months. Salary £350 or £400 p.a., less £100 
emoluments, in accordance with National Health Service terms 
and conditions of service. 

Applications, stating age, nationality, qualifications, and 
experience, giving names of 3 referees, to the House Governor. 
BURY ST. EDMUND’S. WEST SUFFOLK GENERAL 
HOSPITAL. (289 Beds.) WEST SUFFOLK HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE SURGEON (first or second post) for 
Casualty and Orthopedic duties, post vacant mid-March. 
Appointment initially for 6 months. Salary £350 or £400 p.a., 
less £100 emoluments, in accordance with National Health 
Service terms and conditions of service. 

Applications, stating age, nationality, qualifications, and 
expericnce, giving names of 3 referees, to the House Governor. 






BINGLEY HOSPITAL, Bingley. “(General Hospital of 
68 Beds.) BINGLEY, KEIGHLEY, SKIPTON, AND SETTLE HOSPITAL 
MANAGEMENT COMMITTEE, YORKSHIRE, WEST RIDING. Required, 
HOUSE PHYSICIAN (Male or Female), vacant Ist March, 
1951. 6 months’ appointment. Appropriate Ministry of Health 
salary according to experience. less £100 p.a. for emoluments. 
R practitioners within 3 months of qualification or holding 
first posts may apply. 

Applications, stating age, qualifications, experience. and 

nationality, together with copies of recent testimonials, to be 
forwarded as soon as possible to the Secretary, Bingley, Keighley, 
Skipton, and Settle Hospital Management ( committee, St. John’s 
Hospital, Fell-lane, Keighley, Yorkshire. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (240 Beds.) CANTERBURY GROUP HOSPITAL MANAGEMENT 
Scien. Required, ORTHOPAEDIC HOUSE SURGEON. 
Appointment now vacant and limited to 6 months. Previous 
experience in orthopedic surgery an advantage. Post is recog- 
nised for the F.R.C.S. Diploma. Salary £400 or £450 p.a., 
according to number of posts held, with a deduction of £100 
p.a. for residential emoluments. 

Applications, giving age, full partic ulars of qualifications with 
dates, and experience, with copies of 3 recent testimonials, 
should be forwarded as soon as possible to M. D. Kay, Chief 
Administrative Officer at the Hospital. 


CARDIFF. ST. DAVID’S HOSPITAL. "(656 Beds.) House 
SURGEON required for Accident Unit at the above Hospital. 
Salary in accordance with National Health Service scale. The 
post is resident and tenable for 6 months. 

Applications, with copies of 2 testimonials, to be sent to the 
Secretary, Cardiff Hospital Management Committee, St. David's 
Hospital, Cardiff. 


CARSHALTON, SURREY. QUEEN MARY’S HOSPITAL 
FOR CHILPREN. Applications invited for appointment of RESI- 
DENT SENIOR HOUSE OFFICER for medical duties. Experi- 
ence in aneesthetics desirable. Salary £670 p.a. 

oe Pig ny age, qualifications, and experience, 
should be sent to the Secretary to reach him not later than 
19th February, 1951. 





CHELMSFORD AND ESSEX HOSPITAL. (162 Beds.) 
HOUSE SURGEON, vacant Ist February. This post offers 
good surgical experience and is recognised for the F.R.C.S. 
Salary in accordance with National Health Service scale. 

_ Applications, together with 2 recent testimonials, to the 
Secretary, Chelmsford Group Hospital Management Cémmittee, 
Chelmsford, E ssex. 

CHELMSFORD. ST. JOHN’S HOSPITAL. Applications 
invited for post of HOUSE SURGEON. Duties commencing 
5th March, 1951. Salary in accordance with national scale. 

Applications, stating age, nationality, qualifications, and 
experience, together with Copies of testimonials, should reach 
the Secretary, Hospital Management Committee—Chelmsford 
Group, Chelmsford and Essex Hospital, London-road, Chelms- 
ford, Essex, not later than 13th February, 1951. 
CHESTERFIELD AND NORTH DERBYSHIRE ROYAL 
HOSPITAL. HOUSE SURGEON required immediately for busy 
general hospital, 327 Beds (including annexes). Appointment 
tenable for 6 months in first instance. Salary within range 
£350, £400, or £450 p.a., according to experience, less £100 p.a, 
deduction for residence. Ministry of Health conditions of service. 

Applications, stating age, qualifications, and details of previous 
experience, with names and addresses of 3 referees, to— 

M. H. Boone, Secretary, 
Chesterfield Hospital Management’ Committee. 

Royal Hospital, Chesterfield. 
CHESTERFIELD ROYAL HOSPITAL. (327 Beds.) 
Applications are invited for the following appointments :— 

SENIOR HOUSE PHYSICIAN ‘(Senior House Officer) 
required Ist March. Salary £670 p.a., less £155 for residential 
eet nts 

JALTY OFFICER (Senior House Officer) required 
s Stately. Salary £670 p.a., less £155 for residential emolu- 
ments. 

Applications, with details of age, qualifications, and experience, 
together with copies of 2 ~_ nt testimonials, to be submitted to— 

H. Boone, Secretary, 
Chesterfie a Gesient Management Committee. 

Royal Hospital. Chesterfield. 

CHESTERFIELD. SCARSDALE HOSPITAL AND 
ASHGATE MATERNITY HOME. Applications invited from registered 
médical practitioners for appointment of JUNIOR HOSPITAL 
MEDICAL OFFICER (Resident Medical Officer in Obstetrics 
and Gynecology), at above Hospitals which have a 72-Bedded 
Maternity Unit and 31-Bédded Gynecological Unit under a 
Consultant’s charge. Application made for recognition by 
R.C.O.G. Salary £700-—£50-£1000 p.a., less £155 p.a. for board 
and residence, &c. Post tenable for 3 years, and reneww@gble 
subject to satisfactory service. Ministry of Health conditions of 
service. 

Applications, stating age, nationality, qualifications, and 
experience, together with copies of 2 testimonials and the names 
aud addresses of 2 referees, to be submitted immediately to— 

M. H. Boone, Secretary, 
Chesterfield Hospital Management Committee. 

Royal Hospital, Chesterfield. 

CHICHESTER. ALDINGBOURNE SANATORIUM. 
RESIDENT HOUSE PHYSICIAN required for 6 months at 
above Sanatorium and its Annexe at Bognor, 100 Beds. Includes 
liaison with Thoracic Surgical Unit at St. Richard’s Hospital, 
Chichester. Salary £350, £400, or £450 according to posts held, 
less £100 for residence. 

Apply Physician-Superintendent at Sanatorium. 
CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 Beds.) HOUSE SURGEON required for 6 months. 1 of 
5 residents. Salary £350, £400, or £450, less £100 for residence. 
according to posts held. 

Apply to Secretary with 3 copy testimonials. 
CHICHESTER, SUSSEX. ST. RICHARD’S HOSPITAL. 
(400 Beds.) tequired, HOUSE SURGEON, for 6 months 
only in the first instance, post vacant Ist March. The Man or 
Woman appointed will work primarily in the Surgical Wards 
of the Hospital, but must be prepared to undertake other work 
if requested by the Surgeon-Superintendent. 

Applications, stating age, qualifications, and experience, and 
giving the names of 2 persons to whom reference may be made, 
should be sent to the Surgeon-Superintendent immediately. 
COLCHESTER. ESSEX COUNTY HOSPITAL. Appli- 
eations invited for appointment of Locum Tenens SENIOR 
MEDICAL REGISTRAR, now vacant. Board and lodging can 
be provided, national terms and conditions. Appointment 
terminable by 1 month’s notice. 

Applications, with copies of, 3 recent testimonials, to be sent 

to the Secretary, Colchester Group Hospital Management 
Committee, 14, Pope’s-lane, Colchester. 
COLESHILL HALL, Coleshill, Warwickshire. (A Colony 
for Mental Defectives.) BIRMINGHAM GROUP 9 HOSPITAL MANAGE- 
MENT COMMITTER. Reliable LOCUM required to undertake 
duties of Junior Hospital Medical Officer for an indefinite period. 
Salary at the rate of £700 p.a., less residential emoluments of 
£150. 

Applications and names for reference to be sent to the 
Secretary. 

COVENTRY GROUP NO. 20 HOSPITAL MANAGE- 
MENT COMMITTEE. Applications invited for under-mentioned 
posts. National scale of salaries :— 

Coventry and Warwickshire Hospital (346 Beds) 

SENIOR HOUSE SURGEON (Junior Registrar grade) for 

Fracture and Orthopedic Department, post now vacant. 

RESIDENT ANZESTHETIST (House Officer — post 

vacant mid-February. Hospital recognised for D.A 

HOUSE SURGEON for genera) duties, 

Applic ations, stating age, nationality, qualifications, and 
experience, with copies of recent testimonials, to the Secretary, 
Group 20 Hospital Management Committee, Coventry and 
Warwickshire Hospital, Coventry. 

37 












‘ 





Tue Lancet] THE LANCET GENERAL ADVERTISER (Fes. 10, 1951 
DARLINGTON MCMORIAL HOSPITAL. (316 Beds.) GRIMSBY GENERAL HOSPITAL. (220 Beds.) Grimsby 
E.N.T. DEPARTMENT. + reaped SENIOR HOUSE OFFICER. HOSPITALS MANAGEMENT COMMITTEE. Required, CASUALTY 
Commencing salary £670 p.a. The Inpatient Department is OFFICER (Senior House Officer grade). Post now vacant. 


shortly to move into a new Unit now under construction. 
Applications, giving age, experience, qualifications, and with 
2 names for reference, should be sent forthwith to— 
_G, W. BrEcKwiTnh, Secretary. 
DEWSBURY. STAINCLIFFE GENERAL HOSPITAL. 
(316 Beds.) Applications invited from registered medical practi- 
tioners for appointment of HOUSE OFFICER, Physician to 
include dermatology, vacant 30th April, 1951. Salary, terms, 
and conditions of service in accordance with the Ministry of 
Health scale for hospital medical and dental staffs. - 
Applications, with copies of 3 recent testimonials, should be 
forwarded to the undersigned at 20, Oxford-road, Dewsbury. 
GEO. W. BATCHELOR, Secretary, Dewsbury, Batley, 
and Mirfield Hospital Management Committee. 
DEWSBURY. STAINCLIFFE GENERAL HOSPITAL. 
(316 Beds.) Applications invited from registered medical 
practitioners for appointment of HOUSE OFFICER, Physician 
to include pediatrics, vacant 30th April, 1951. Salary, terms, 
and conditions of service in accordance with the Ministry of 
Health scale for hospital medical and dental staffs. 
Applications, with copies of 3 recent testimonials, should be 
forwarded to the undersigned at 20, Oxford-road, Dewsbury. 
GEO. W. BATCHELOR, Secretary, Dewsbury, Batley, 
and Mirfield Hospital Management Committee. 
DEWSBURY. STAINCLIFFE GENERAL HOSPITAL. 
(316 Beds.) Applications invited from registered medical 
practitioners for appointment of HOUSE OFFICER (obstetrics 
and gynecology) at the above Hospital which is recognised by 
the Royal College of Obstetricians and Gynecologists for the 
Diploma in Obstetrics. The post is vacant 30th April, 1951. 
Salary, terms, and conditions of service in accordance with the 
Ministry of Health scale for hospital medical and dental staffs. 
Applications, with copies of 3 recent testimonials, should be 
forwarded to the undersigned at 20, Oxford-road, Dewsbury. 
GEO. W. BATCHELOR, Secretary, Dewsbury, Batley, 
and Mirfield Hospital Management Committee. 
DEWSBURY. THE GENERAL HOSPITAL. (119 Beds.) 
Applications invited from registered medical practitioners for 
appointment of HOUSE OFFICER (surgical), opportunity 
provided for experience in Aural and Ophthalmic Departments, 
Salary and terms and conditions of service in accordance with 
the Ministry of Health scale for hospital medical and dental 
staffs. 
Applications, with copies of 3 recent testimonials, should be 
forwarded to the undersigned at 20, Oxford-road, Dewsbury. 
GEo. W. BATCHELOR, Secretary, Dewsbury, Batley, 
and Mirfield Hospital Management Committee. 
DORCHESTER. DORSET COUNTY HOSPITAL. (125 
Beds.) HOUSE SURGEON (Male or Female) required, post 
now vacant. Appropriate Ministry of Health salary according 








to experience, with a deduction of £100 p.a. for residence. Post 
tenable for 6 months. 
Applications, stating age, experience, qualifications, and 


nationality, together with copies of testimonials, to be sent to the 
Secretary, West Dorset Group Hospital Management Com- 
mittee, Damers- road, Dorchester, immediately. 
DOVERCOURT, ESSEX. HARWICH AND DISTRICT 
HOSPITAL. Required, SENIOR HOUSE OFFICER (Resident 
Surgical Officer) required at the above Hospital, to commence 
duties in March, 1951. Salary in accordance with recommenda- 
tions of Ministry of Health. 

Applications, with copies of 3 recent testimonials, should be 
sent as soon as possible to the Secretary, Colchester Group 
Hospital Management Committee, 14, Pope’s-lane, Colchester. 


EPPING. ST. MARGARET’S HOSPITAL. (500 Beds.) 
Applications invited for post of SENIOR HOUSE OFFICER 
(obstetrics) at the above Hospital. Salary on National Health 
Service scale—viz., £670 p.a., less a deduction of £130 p.a. for 
board and lodging, and other services provided. 

Applications in writing with copies of 2 recent testimonials, 
to reach the Secretary, Epping Group Hospital Management 
Committee, St. Margaret’s Hospital, Epping, Essex, not later 
than 24th Fe .bruary, 1951. 


FARNHAM HOSPITAL, Hale-road, Farnham, Surrey. 
SENIOR SURGICAL OFFICER for duties in wards and 
casualty. Appointment for 1 year. Salary £670 p.a. 
Applications by letter, stating age, qualifications, experi- 
ence, and present appointment, with 1-3 recent testimonials 
(copies), to the Medical Superintendent of the Hospital. 


GREAT YARMOUTH AND GORLESTON GENERAL 


HOSPITAL. (120 Beds.) NORWICH, LOWESTOFT AND GREAT 
YARMOUTH (GROUP 6) HOSPITAL MANAGEMENT COMMITTEE. 
Required, HOUSE SURGEON (Male or Female). Salary 


£350-—£450 p.a., according to previous experience, less £100 p.a. 
for residential emoluments. 

Applications to Secretary, 
General Hospital, Dene Side, 
GRIMSBY GENERAL HOSPITAL. 
HOSPITALS MANAGEMENT COMMITTEE. Required, RESIDENT 
HOUSE SURGEON, post vacant, 24th February, 1951. The 
appointment is for 6 months and remuneration is in accordance 
with the National Health Service terms and conditions of service. 

Applications should be sent to the Administrative Officer, 
Grimsby General Hospital, Grimsby. 


GRIMSBY GENERAL HOSPITAL. (220 Beds.) Grimsb 
HOSPITALS MANAGEMENT COMMITTEE. Required, RE SIDENT 
GYNZXCOLOGICAL HOUSE SURGEON (Male or Female) 
for duties at the above Hospital and Scartho Road Infirmary, 
Grimsby. Post is vacant on the 24th February, 1951, and is 
for 6 months. 

Apply immediately to Administrative Officer, Grimsby General 
Hospital, Grimsby. 


Great Yarmouth and Gorleston 
Great Yarmouth. 


(220 Beds.) Grimsby 
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Salary £670 p.a. in accordance with national terms and 
conditions of service. 

Applications should be sent immediately to Administrative 

Officer, Grimsby General Hospital, Grimsby. 
GRANTHAM AND KESTEVEN GENERAL we 
GRANTHAM HOSPITAL MANAGEMENT COMMITTEE. uired, 
HOUSE PHYSICIAN. Salary according to the Nationa Health 
Service terms and conditions of service—£350-£450 p a., depen- 
dent on experience, with a deduction at the rate of £100 p.a. 
in respect of residential emoluments. 

Applications, stating age, nationality, qualifications, and 
experience, together with not more than 3 recent testimonials, 
or alternatively names of referees, should be sent as soon as 
possible to MARSHALL, Secretary, 

101, Manthorpe- -road, Grantham, Lincs. 

GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
(229 Beds.) HOUSE SURGEON required. Salary £350-£450 
p.a., according to experience, with deduction of £100 for emolu- 
ments. Post is recognised for the F.R.C.S. examination and is 
vacant on Ist March. 

Applications, with full particulars and copies of 3 testimonials, 
should be sent to the Secretary-Superintendent as soon as 
possible. be ea OR 
HADDINGTON, EAST LOTHIAN. ROODLANDS 
GENERAL HOSPITAL. RESIDENT HOUSE OFFICERS (1 House 
Surgeon and 1 House Physician) required on Ist March, 1951, 
for general hospital which is being developed. At present 
40 beds are in operation. Outpatients Department run on 
appointments system. The work of the hospital covers general 
medicine, surgery, and gynecology, including emergencies. 
Duties include visiting a small hospital for chronic sick. Excellent 
opportunities for keen applicants. Candidates should have held 
at least one previous house post. Salary on scale £350-—£450, 
— to experience, less £100 for board, lodging, and 
laundry 

Applications, together with names and addresses of 2 referees, 
and copies of 3 recent testimonials, to the Secretary, East 
Lothian Hospitals Group Board of Management, 15, Court-street, 
Haddington. 

HALIFAX GENERAL HOSPITAL. (425 Beds.) Required, 
HOUSE SURGEON (Male or Female). Salary according to 
experience. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of 3 recent testimonials, to be add 
to the Secretary at the Royal Halifax Infirmary, Halifax. ed 
HALIFAX. ROYAL HALIFAX INFIRMARY. (298 Beds— 
44 Maternity.) OBSTETRICAL HOUSE SURGEON (Male) 
required. The post is recognised for the D.Obst. R.C.O.G., and 
is vacant Ist March. Salary according to experience. 

Applications, stating age, qualifications, and experience, 
together with 3 recent testimonials, to be forwarded to the 
Secretary. _ 
HALIFAX. ROYAL HALIFAX INFIRMARY. (298 Beds.) 
Required, RESIDENT SENIOR HOUSE OFFICER (Male) 
for duty in Casualty and Orthopedic Departments, post vacant 
9th February. 

Applications, stating age, nationality, and experience, 
together with copies x 3 testimonials, to be forwarded to the 
Secretary. 7 
HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL oe ner Beds. ) Applications invited for 
following appointme 

RESIDENT SU RGIG "AL OFFICER (Male). 6 months’ 
appointment. Salary £450 p.a., less £100 p.a. for residential 
emoluments 

HOUSE “SURGEON (Male or Female). 6 months’ appoint- 
ment. Salary £350-£450 p.a., according to previous posts 
held, less £100 p.a. for residential emoluments. 

Applications in writing, stating age, qualifications with dates, 
and nationality, with copies of 3 testimonials, to be sent imme- 
diately, addressed to the undersigned at Pembroke County War 
Memorial Hospital, Haverfordwest. 

A. W. YounGs, Secretary, 

West Wales Hospital Management Committee. 
HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL _ HOSPITAL. (140 ~=Beds.) Required HOUSE 
PHYSICIAN (first appointment). 6 months’ appointment. 
Salary in accordance with national scale. Full residential 
emoluments. 

Applications are to be sent. to— 

. W. Younes, Secretary 
West Wales Hospital Management Uneiaitine. 
Glangwili, Carmarthen. 


HASTINGS GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from registered medical 
practitioners (including practitioners within 3 months of 
qualification and liable under the National Service Acts) for 
appointments at the following hospitals and for service within 
the Hastings group of hospitals. 
Bexhill Hospital, Bexhill-on-Sea 
HOUSE SURGEON, now vacant. 
HOUSE SURGEON, vacant 14th February, 1951. 
Buchanan Hospital, St. Leonards-on-Sea 

HOUSE SURGEON, vacant 5th March, 1951, or earlier, 
for duties primarily in connection with male urology and 
children’s surgery. 

Appointments for a period of 6 months. Salary will be within 
the scale £350-£400-£450 p.a., according to experience and 
posts held, less a deduction of £100 p.a. for full residential 
emoluments. 

Applications should be sent to the Administrators of the 
respective hospitals. H. A. FRoGGATT, Secretary. 

11, Holmesdale-gardens, Hastings. 
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HASTINGS. ROYAL EAST SUSSEX HOSPITAL. 
Required, RESIDENT CASUALTY OFFICER, post now vacant. 
Terms and conditions of service as laid down for the National 
Health Service. Salary will be within the scale £350—£400-£450 
p.a., according to experience and posts held, less a deduction 
of £100 p.a. for full residential emoluments. 

Applications should be sent to the Administrator of the 
Royal East Sussex Hospital, Hastings, as soon as possible. 

H. A. FROGGATT, Secretary 
Hastings Group Hospital Manage er Committee. 

11, Holmesdale-gardens, Hastings. 

HAREFIELD HOSPITAL, Harefield, Middlesex. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD, Applica- 
tions invited for post of Whole-time SENIOR MEDICAL 
REGISTRAR at above Hospital. The post is either resident or 
non-resident. Candidates should hold a higher qualification 
in medicine and have considerable experience in the modern 
treatment of pulmonary tuberculosis. The Hospital has 450 
Beds for the treatment of pulmonary tuberculosis and a Thoracic 
Surgical Unit for non-tuberculous chest conditions. The 
successful candidate will work under the supervision of a Con- 
sultant Physician and the general scope of his duties will include 
teaching. Terms and conditions of service in accordance with 
those of the National Health Service. The successful candidate 
will also be required to undergo a medical examination. 

Application forms, obtainable from the Secretary, Harefield 

and Northwood Group Hospital Management Committee, 
Mount Vernon Hospital, Northwood, Middlesex, to be returned 
by 20th February, 1951. 
HEMEL HEMPSTEAD, HERTS. WEST HERTS HOS- 
PITAL. (170 Beds—4 Reside nts.) WEST HERTS GROUP HOSPITAL 
MANAGEMENT COMMITTEE. Applications invited for appointment 
of HOUSE PHYSICIAN (second or subsequent post) to 
Children’s Department, which will be for a term of 6 months 
from Ist April, 1951. The post is recognised for the D.C.H. 
Salary in accordance with Ministry of Health scale, subject to 
deduction at rate of £100 p.a. for residential emolume nts. 

Applications, giving age, qualifications, and experience, and 

accompanied by copies of 2 recent testimonials, should be 
submitted to the Administrator at the Hospital as soon as 
possible. 
HEMEL HEMPSTEAD. WEST HERTS HOSPITAL. 
(170 Beds—4 Residents.) WEST HERTS GROUP HOSPITAL MANAGE- 
MENT COMMITTEE. Applications invited for post of CASUALTY 
OFFICER AND HOUSE SURGEON, which will be tenable for 
a term of 6 months. Salary £350 p.a.-£450 p.a., according to 
number of posts previously held. A deduction of £100 p.a. 
will be made for residential emoluments. 

Applications, stating age, qualifications, and experience, &c., 

and accompanied by copies of 2 recent testimonials, should be 
sent to the Administrator at the Hospital. 
HEMEL HEMPSTEAD. WEST HERTS HOSPITAL. 
(170 Beds.) WEST HERTS GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. HOUSE SURGEON (second or third post), vacant 
14th February, 1951. Salary and conditions of service in 
accordance with the National Health Service terms. 

Applications, stating age, and giving.full details of qualifica- 
tions and previous experience, and accompanied by copies of 
2 recent testimonials, should be submitted to the Administrator 
at the Hospital as soon as possible. 

HILLINGDON HOSPITAL, near Uxbridge, Middiesex. 
CASUALTY OFFICER (resident), Male, required at above 
Hospital, post vacant end of February. Post tenable for 12 
months. Whole-time duties under Medical Director will include 
dealing with casualties and admissions to hospital and such 
other duties as may be required. Applicants should have held 
revious house appointments. Salary on scale £700-£1000, 
ess a deduction for residential emoluments. 

Applications not later than 14th February, stating age, 
nationality, qualifications, and experience, and enclosing copies 
of not more than 3 recent testimonials, to be made to Medical 
Director of Hospi 
HULL ROYAL INFIRMARY. Hull A Group Hospital 
MANAGEMENT COMMITTEE. Required, HOUSE SURGEON at 
the Sutton Branch Hospital, vacant February. Recognised for 
F.R.C.S. Salary £350-£450 p.a., according to the number of 
posts “held. Appointment will be for 6 months, terminable at 
any time by 1 month’s notice either side. 

Forms of application from the Administrative Officer. 
HULL ROYAL INFIRMARY. Hull A Group Hosp ital 
MANAGEMENT COMMITTEE. Required, OPHTHALMIC HOUSE 
SURGEON for duties at the Hull Royal Infirmary, and the 
Victoria Hospital for Sick Children, vacant February. Recog- 
nised for D.O.M.S. Salary £350-£450 p.a., according to the 
number of posts held. Appointment will be for 6 months, 
terminable by 1 month’s notice either side. 

Forms of application from the Administrative Officer, Hull 

Royal Infirmary. 
HULL ROYAL INFIRMARY. Hull A Group Hospital 
MANAGEMENT COMMITTEE. HOUSE SURGEON required in 
the E.N.T. Department at the Hull Royal Infirmary and the 
Victoria Hospital for Sick Children. Recognised for D.L.O. 
National scale and conditions. 6 months’ appointment, 
terminable at any time by 1] month’s notice either side. 

Forms of application from the Administrative Officer. 
HULL ROYAL INFIRMARY. Hull A Group Hospital 
— omen COMMITTEE. Applications invited for following 


potty SENIOR CASUALTY OFFICER (Senior House Officer 


grade). £6 

(2) JUNIOR CASUALTY OFFICER. Salary £350-£450, 

according to experience. 

If resident there will be deduction in each case at rate of £100 
p.a. for residential emoluments. One of the posts may have to 
be non-resident. Appointments for 6 months, terminable at 
ony time = | 1 month’s notice either side. 

Forms of application from thé Administrative Officer. 











muse. KINGSTON GENERAL HOSPITAL. (398 Beds.) 

{ULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFIC ER (surgical) required at the above Hospital. The post 
is resident and tenable for 6 months. Salary £350, £400, or 
£450 p.a., according to experience. 

Applications should be addressed to the 
Officer at the above address. 

HULL. KINGSTON GENERAL HOSPITAL. (398 Beds. ) 
HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE 

OFFICER (medical) required at the above Hospital. Te 
post is resident and tenable for 6 months. Salary £350, £400, 
or £450 p.a., according to experience. 

Applications should be addressed to the Administrative Officer 

at the above Hospital. 
HULL. KINGSTON GENERAL HOSPITAL. (398 Beds.) 
HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE PHYSICIAN required at the above Hospital on the 
salary scale of Junior Registrar. 

Applications, with full particulars, to be addressed to the 
Administrative Officer at the above Hospital. 
HUDDERSFIELD ROYAL INFIRMARY. (321 Beds.) 
HOUSE PHYSICIAN required to commence duty 19th March, 
1951. Salary in accordance with the terms and conditions of 
service for hospital medical and dental staffs. 

Applications, together with copies of 3 recent testimonials, 
should be addressed to— 


Administrative 


. J. JOHNSON, Secretary, 
Huddersfield “Hospital Manage ment Committee. 

The Royal Infirmary, Huddersfield. 

HUDDERSFIELD ROYAL INFIRMARY. (321 Beds.) 
HOUSE SURGEON required to commence duties on 22nd 
February, 1951. Salary in accordance with terms and conditions 
of service for hospital medical and dental staffs with full 
residential emoluments. 

Applications, together with copies of 3 recent testimonials, 
to be addressed as soon as —— to— 

JOHNSON, Secretary, 
Huddersfield Houpital Management Committee. 

The Royal Infirmary, Huddersfield. 

IPSWICH. BOROUGH GENERAL HOSPITAL. (301 
Beds—recognised for D.A.; F.R.C.S. recognition applied for.) 
2 HOUSE SURGEONS required immediately, each for a 
General Surgeon. Large turnover of surgical cases of all types 
including children. Considerable experience in emergency 
surgery. Good off duty. Appointments normally for 6 nronths. 
Salary (House Officer grade) according to previous appoint- 
ments held. 

Applications, stating age, qualifications, and previous 

appointments, if any, together with copies of recent testi- 
monials or names of 2 referees, to JOHN WILLIAMS, Secretary, 
Ipswich Group Hewpitel Management Committee at East 
Suffolk and Ipswich Hospital, Ipswich. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOS- 
PITAL. IPSWICH GROUP HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON required mid-March. General Surgery and 
Head Injury Unit. Post recognised for higher surgical quali- 
fications. National salary scale. 

Applications, with full particulars, to JOHN WILLIAMS, 

Secretary, at East Suffolk and Ipswich Hospital. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
IPSWICH GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
PHYSICIAN required 25th March, 1951. National salary scale. 

Applications, with full particulars, to JOHN WILLIAMS, 


Secretary, at East Suffolk and Ipswich Hospital, Anglesea- 
road, Ipswich. : 
ISLE OF MAN. NOBLE’S HOSPITAL. Applications 


invited for post of HOUSE SURGEON (first post) in busy 
hospital with over 150 Beds and the usual ancillary departments. 
Post will provide ample and varied experience in pleasant 
surroundings. Salary £400 p.a., less £100 p.a. for board and 
lodging. Appointme nt for 6 months in first instance. 

Applications, with copies of 2 recent testimonials, to the 
Secretary, Noble’s Hospital, Douglas. 


ISLE OF MAN. NOBLE’S ISLE OF MAN HOSPITAL. 
Applications invited for post of SENIOR HOUSE SURGEON 
at above Hospital, which is an acute general hospital with a 
busy surgical practice and specialist visiting staff. Post will 
be remunerated at the level appropriate to that of a Junior 
Registrar under the terms and conditions of service of hospital 
medical and dental staffs (England and Wales), and would be 
suitable for a man reading for a higher surgical qualification. 
Previous hospital experience is, of course, essential. 

Applications, giving all relevant particulars, with copies of 
2 recent testimonials or names and addresses of 2 referees, 
should be forwarded to the Secretary, Noble’s Isle of Man 
Hospital, Douglas. 


LIMPLEY STOKE, near BATH. WINSLEY CHEST HOS- 
PITAL. Applications invited from registered medical practi- 
tioners for post of SENIOR HOUSE OFFICER (Junior 
Registrar). Salary in- accordance with the terms and conditions 
of service laid down by Ministry of Health. 

Applications, stating age, qualifications, and experience, with 
copies of 3 recent testimonials, to be forwarded as soon as 
possible to— J. LAWRENCE MEARS, Secretary, 

Bath Hospital Management Committee. 

Manor Hospital, Bath. 


LIMPLEY STOKE. WINSLEY CHEST HOSPITAL. 
(Situated 6 miles from Bath with half-hourly bus _ service.) 
Required, HOUSE PHYSICIAN. Salary and conditions of 
service in accordance with those laid down by Ministry of Health. 
Applications, stating age, qualifications, and experience, with 
3 recent testimonials, to be forwarded immediately to— 
J. LAWRENCE MEARS, Secretary, 
Bath Hospital Management Committee. 
Manor Hospital, Bath. 
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KIRKHAM. WESHAM PARK HOSPITAL, near Kirkham. 
Applications are invited from registered Female medical practi- 
tioners for the post of HOUSE OFFICER (resident). The 
Hospital (358 Beds) at present accommodates chronic sick, 
mental, and subacute medical cases, and offers good geriatric 
experience. Salary and conditions of service in accordance with 
the terms and conditions of hospital medical and dental staffs 
(England and Wales). 

Applications, stating age, qualifications with dates, and details 
of experience, together with copies of recent testimonials, should 
be sent to— WALTER R. SMITH, Secretary, 

Blackpool and Fylde Hospital Management Committee. 

Group Offices, Victoria Hospital, Blackpool. 

KENDAL. WESTMORLAND COUNTY HOSPITAL. 
(82 Beds.) Required, HOUSE PHYSICIAN (first post). Salary, 
&c., will be in accordance with the Ministry of Health terms 
and conditions of service for hospital medical and dental 
staffs. R practitioners within 3 months of qualification may 
apply 

PA pplications should be forwarded to the Secretary, Lancaster 
and Kendal Hospital Management Committee, Royal Lancaster 
Infirmary, Lancaster. 

LANCASTER. ROYAL INFIRMARY. Manchester 
REGIONAL ROSPITAL BOARD invite applications for the post of 
RESIDENT SURGICAL REGISTRAR at above Infirmary. 
Appointment will be made in the first instance for 1 year at a 
salary of £775 p.a., subject to review and renewal for a second 
year at the discretion of the Board. Applicants must have been 
qualified at least 2 years and must have held previous surgical 
posts. A higher qualification in surgery is desirable. National 
terms and conditions of service applicable and the post super- 
annuable. 

Forms of application can be obtained from the Senior Adminis- 
trative Medical Officer, No. 1, North Parade, Parsonage- 
gardens, Manchester, and should be returne d, together with 
the names and addresses of 3 referees, to be received not later 
than 20th February, 1951. Canvassing will disqualify. 
LANCASTER. ROYAL LANCASTER INFIRMARY. 
(230 Beds.) Required, SENIOR HOUSE OFFICER (anzs- 
thetics) to work with a Specialist Anasthetic Unit. The salary, 
terms, and conditions of service are those laid down by the 
Ministry of Health for hospita! medical and dental staffs. The 
post is full-time, vacant now, and normally tenable for 1 year. 

Applications, stating age, qualifications, experience, and 

nationality, along with the names of 2 referees, should be 
forwarded immediately to the Secretary, Lancaster and Kendal 
Hospital Management Committee, Royal Lancaster Infirmary, 
Lancaster. 
LANCASTER. ROYAL LANCASTER INFIRMARY. 
(230 Beds.) Required, SENIOR HOUSE OFFICER (ortho- 
predic). The post is recognised for F.R.C.S. cxamination 
and will include some casualty work. The suecessful applicant 
will work with an Orthopedic Specialist Unit. The salary, 
terms, and conditions of service are those laid down by 
the Ministry of Health for hospital medical and dental staffs. 
The post is full-time and normally tenable for } vear. 

Applications. stating age, qualifications, experience, and 
nationality, along with the names of 2 referees, should be for- 
warded immediately to the Secretary of the Lancaster and 
Kendal Hospital Management Committee, Royal Lancaster 
Infirmary, Lancaster. " 
LANCASTER. ROYAL LANCASTER INFIRMARY. 
(230 Beds.) Applications invited from registered medical 
practitione rs for following ¢ appointments :— 

RESIDENT CASUALTY OFFICER. 

RESIDENT HOUSE OFFICER (obstetrics and gynecology ). 

RESIDENT HOUSE OFFICER (anesthetics). 

RESIDENT HOUSE OFFICER (surgical). 

These posts are vacant now and normally tenable for 6 months. 
The successful applicants will be attached to the respective 
Consultant or specialist unit. The salary, terms, and conditions 
of service are those laid down by the Ministry of Health for 
hospital medical and dental staffs. 

Appuiications, stating age, qualifications, experience, and 
nationality, along with the names of 2 referees, should be 
forwarded immediately to the Secretary, Lancaster and Kendal 
Hospital Management Committee, Royal Lancaster Infirmary, 
Lancaster. ; 
LEEDS. PUBLIC DISPENSARY AND HOSPITAL. 
Applications invited from registered medical practitioners for 
the watt House Officer pepe eente now vacant : 

JUNIOR CASUALTY OFFI( 

E.N.T. AND OPHTHALMIC HOU SE SURGEON. 

6 months’ appointments. Salary and conditions of service 
in accordance with the terms of service issued by the Ministry 
of Health—namely, £400 if second post held, or £450 p.a. 
if third or subsequent post held, with a deduction at the rate 
of £100 p.a. in respect of board, lodging, and other services 
provided. 

Applications, stating age, qualifications, and experience, 
together with copies of 3 recent testimonials, should be for- 
warded . the Administrative Medic al Ofticer, St. James’s 
Hospital, Leeds, 9, as soon as possible. 

J. FOLKARD, ecsctene. 
Leeds A Group Hospital Management Committee. 

Administrative Offices, St. James’s Hospital, Leeds, 9. 
LEEDS. PUBLIC DISPENSARY AND HOSPITAL. 
Required, SENIOR CASUALTY OFFICER (Senior House 
Officer), Male or Female, at the above Hospital. Appointment for 
a period of 1 year in the first instance, and the salary will be in 
accordance with the agreed terms and conditions of service 
of hospital medical and dental staffs—namely, £670 p.a. 

Forms of application, available from the undersigned, should 
be completed and returned as soon as possible. 

. FOLKARD, Secretary, 
Leeds A Group Hospital Management Committee. 

Administrative Offices, St. James’s Hospital, Leeds, 9 
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LEEDS. JEWISH HERZL MOSERHOSPITAL. Applica- 
tions invited from registered medical practitioners for appoint- 
ment of JUNIOR HOSPITAL MEDICAL OFFICER at above 
Hospital for the treatment of both medical and surgical cases. 
Salary in accordance with the terms and conditions of service 
of hospital medical and dental staffs—namely, on the scale 
£700-£50-£1000, according to previous service in the grade, 
with an appropriate deduction for services provided.  Self- 
contained flat available suitable for married or single persons. 
The appointment will be for a period of 1 year in the first 
instance. 

Forms of application, obtainable from the undersigned, should 
be completed and returned as soon as possible. 

J. FOLKARD, Secretary, 
Leeds A Group Hospital Management Committee. 
Administrative Offices, St. James’s Hospital, Leeds, 9. 


LEEDS REGIONAL HOSPITAL BOARD invite applica- 
tions for the post of SENIOR REGISTRAR in Radiology to 
the Board, for duties at Hospitals within the Hull A and Hull B 
and East Riding Hospital “yyy Committee groups. 
The appointment will be subject to the National Health Service 
(Superannuation) Regulations, 1950, and the salary will be in 
accordance with the terms and conditions of service of hospital 
medical and dental staffs. 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with the names 
of 3 referees, should be forwarded to the Secretary, 29/31, 
Eastgate, Leeds, 2, not later than 10th March, 1951. Canvassing 
in any form will disqualify. a TES 
LEEDS. GENERAL INFIRMARY AT LEEDS. Applica- 
tions. are invited for the appointment of a RADIOTHERA- 
PEUTIC REGISTRAR in‘the National Radiotherapy Centre 
at Leeds. The vacancy is for a Registrar or Senior Registrar and 
candidates must possess the D.M.R.T. The appointment will be 
subject to the National Health Service (Superannuation) 
Regulations, 1950, and the salary will be in accordance with the 
—— and conditions of service of hospital medical and dental 
staffs. 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with the names 
of 3 referees, should be forwarded to the Secretary to the Joint 
Registrars Committee, 29/31, Eastgate, Leeds, 2, not later than 
10th March, 1951. Canvassing in any form will disqualify. 


LEEDS. GENERAL INFIRMARY AT LEEDS. Applica- 
tions are jnvited for the appointment of a REGISTRAR in 
the E.N.T. Department. Previous experience in the specialty is 
necessary. The vacancy offers a valuable opportunity to gain the 
further experience required for higher qualification. The appoint- 
ment will be subject to the National Health Service (Super- 
annuation) Regulations, 1950, and the salary will be in accord- 
ance with the terms and conditions of service of hospital medical] 
and dental staffs. 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with the names 
of 3 referees. should be forwarded to the Secretary to the Joint 
Registrars Committee, 29/31, Eastgate, Leeds, 2, not later than 
10th March, 1951. Canvassing in any form will disqualify. 
LEEDS. THE UNITED LEEDS HOSPITALS. General 
INFIRMARY AT LEEDS. Applications invited for post of Locum 
REGISTRAR in the Department of Venereal Diseases. 

Applications, stating age, qualifications, and experience, to 
be sent as soon as possible to— 

S. CLAYTON FRYERS, Secretary to the Board. 


LEEDS. THE UNITED LEEDS HOSPITALS. General 
INFIRMARY AT LEEDS. Applications invited for post of RESI- 
DENT NEUROSURGICAL HOUSE OFFICER. Candidates 
should have held at least 1 previous house appointment but 
need not have previous experience in the specialty. 

Applications, stating age, qualifications, experience, &c,, to 
be sent as soon as possible to— 

S. CLAYTON FRYERS, Secretary to the Board. 


LEEDS. THE UNITED LEEDS HOSPITALS. Applica- 
tions invited for post of RESIDENT MEDICAL OFFICER at 
the Ida Branch Hospital (114 Beds), House Officer grade 
according to experience. The post would be renewed at Ist May 
for a further 6 months. 

Applications, stating age, qualifications, and experience, 
together with the names of 2 referees, to be sent to the under- 
signed within 10 days of the appearance of this advertisement. 

S. CLAYTON FRYERS, Secretary to the Board. 
LYMINGTON AND DISTRICT HOSPITAL, Lymington, 
HANTS. HOUSE SURGEON required, post vacant immedi- 
ately. Tenable for 6 months. Salary £350-£450  p.a. 
according to number of posts previously held, less £100 p.a. 
for residential emoluments. Terms and conditions of service 
as laid down by Ministry of Health. 

Applications, with copies of testimonials, to be submitted 
as soon as possible, to the Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 


LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
Png Pr aad Beds.) SOUTH WARWICKSHJRE HOSPITAL GROUP 
NO. " 

CASUALTY OFFICER. There are 2 Casualty Officers 
sharing the duties of the Casualty Department and acting as 
House Surgeon to Specialist beds. The present vacancy is for an 
officer to look after ophthalmic, orthopedic, and physical 
medicine clinics and beds. Post suitable for candidates from 
the Services and those wishing to gain experience to enter 
general practice. Appointment to commence immediately. 
Tenure of post 6 months. Salary, &c., in accordance with the 
number of posts previously held and the terms and conditions 
of service of hospital medical staff. 

Applications should be made as soon as possible to Miss V. 
WELLS, Assistant Secretary. 

Warneford General Hospital. 














| 
| 








951 





plica- 
»point- 
above 
cases. 
service 
» scale 
grade, 
Self- 
srsons. 
e first 


should 


tee. 
plica- 
ozy to 
Hull B 
‘roups. 
service 
be in 
ospital 


resent 
names 
29/31, 
rassing 
plica- 
[ERA- 
Centre 
ar and 
will be 
lation ) 
ith the 
dental 


resent 
names 
» Joint 
r than 


plica- 
AR in 
alty is 
iin the 
»point- 
Super- 
ccord- 
1edical 


resent 
names 
» Joint 
r than 
pneral 
Locum 


ice, to 


ard. 


eneral 

tESI- 
lidates 
nt but 


xe,, to 


ard. 


plica- 
‘ER at 

grade 
st May 


rience, 
under- 
ement. 
yard. 

ngton, 
nmedi- 
0 p.a. 
0 p.a. 
service 


mitted 
Group 
mpt on. 
HOS- 
GROUP 


Officers 
ting as 
| for an 
hysical 
8 from 
» enter 
liately. 
ith the 
ditions 


fiss V. 


THE LANCET] 











THE LANCET GENERAL ADVERTISER [Fes. 10, 1951 





LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 Beds.) SOUTH WARWICKSHIRE HOSPITAL GROUP 
(wo. 14), CASUALTY OFFICER. There are 2 Casualty 
Officers sharing the duties of the Casualty Department and 
acting as House Surgeon to Specialist beds. The present 
vacancy is for an officer to look after E.N.T., dermatology, and 
V.D. clinics and beds. Post suitable for candidates from the 
Services and those wishing to gain experience to enter general 
practice. Tenure of post 6 months. Salary, &c., in accordance 
with number of posts previously held and the terms and condi- 
tions of service of hospital medical and dental staffs. 

Apply immediately to Miss V. WELLS, Assistant Secretary. 
LINCOLN. COUNTY HOSPITAL. (200 Beds.) See 
tions invited for post of Locum SURGICAL REGISTRAR 
for a period of 2 months from 17th March to 16th May, 1951. 
Salary will be in accordance with the scale laid down. 

Apply, together with Sm of 3 recent testimonials, to— 

t. W. Howick, Secretary, 
Lincoln No. 1 Hospital Management Committee. 

County Hospital, Lincoln. 

LINCOLN COUNTY HOSPITAL. (200 Beds.) Required, 
HOUSE OFFICER for Orthopedic and Fracture Department 
at the above Hospital. 6 months’ appointment. Salary £350— 
£450 p.a., according to experience, less £100 residential 
emoluments. 

Applications, stating age, qualifications, and experience, 
should be forwarded to the undersigned, together with copies 
of 3 recent testimonials. 

2. W. Howick, Secretary, 
Lincoln No. 1 Hospital Management Committee. 

County Hospital, Lincoln. 


LINCOLN. COUNTY HOSPITAL. (200 Beds.) Required, 
HOUSE SURGEON at the above Hospital. 6 months’ appoint- 
ment. Salary at the rate of £350-—£450 p.a., according to experi- 
ence, less £100 residential emoluments. 

{t Applications, stating age, qualifications, and experience, 
should be forwarded to the undersigned, together with copies 
of 3 recent ee, . 





. W. Howlck, Secretary, 
Lincoln No. 1 Hospital Management Committee. 
County Hospital, Lincoln. 


LOUTH, LINCS. COUNTY INFIRMARY. (240 Beds.) 
Required, HOUSE OFFICER (surgical), post vacant on 28th 
February. The post is resident and a deduction will be made of 
£100 p.a. in respect of boa.d, residence, &c. Salary and conditions 
in accordance with the national scale. 

Applications, giving full particulars, together with names of 
2 referees, to be addressed to the Administrative Officer. 
LOUTH, LINCS. COUNTY INFIRMARY. (240 Beds.) 
GRIMSBY HOSPITALS MANAGEMENT COMMITTEE. Required, HOUSE 
OFFICER (medical), post now vacant, at this busy general 
Hospital. Termsand conditions of service as laid down nationally. 

Applications, giving names of 2 referees, to be addressed to 

the Administrative Officer, County Infirmary, Louth. 
LOUTH, LINCS. COUNTY INFIRMARY. (240 Beds.) 
GRIMSBY HOSPITALS MANAGEMENT COMMITTEE. Required, 
HOUSE OFFICER (anesthetics and general duties), post now 
vacant, at this busy General Hospital. The above duties cover 
gynecology, maternity, E. N.T., and some orthopeedics. Terms 
and conditions of service as laid down nationally. 

Applications, giving names of 2 referees, to be addressed to the 
Administrative Officer, County Infirmary, Louth. 
LOWESTOFT AND NORTH SUFFOLK HOSPITAL. 
LOWESTOFT. (99 Beds.) Required, HOUSE SURGEON (Male 
or Female). Salary £350-£450 p.a., according to previous 
experience, less £100 p.a. for residential emoluments. 

Applications, stating age, qualifications with dates, nation- 
ality, with 3 recent testimonials, to the Secretary, Lowestoft 
and North Suffolk Hospital, Lowestoft. 

LIVERPOOL, 20. BOOTLE GENERAL HOSPITAL. 
Applications invited for following appointments to commence 
Ist April, 1951 :— 

HOUSE SURGEON. 

CASUALTY OFFICER. 

Ministry of Health salary and conditions of service applicable. 

Applications, on forms obtainable from the undersigned, 
should be returned as soon as possible. 

F. J. WATKINS, Secretary, 
North Liverpool Hospital Management Committee. 


LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
ROYAL LIVERPOOL CHILDREN’S HOSPITAL. Applications invited 
from gens medical practitioners for appointments as 
RESIDENT HOUSE SURGEONS to the Orthopedic Depart- 
ment, 1 at the City Branch and 1 at the Heswall Branch, for 
the period of 6 months from Ist April-30th September, 1951. 
Salary will be at rate of £350, £400, or £450 p.a., according to 
experience, less a deduction at rate of £100 p.a. for board and 
residence, in accordance with the agreed terms and conditions 
of service (House Officers). The appointments are subject to 
the National Health Service superannuation regulations. 

Applications should be made on forms which may be obtained 
from the undersigned, to whom they should be returned at once. 

' A. HInbDs, Secretary, 
The U nited Liverpool Hospitals. 
. Rodney-street, Liverpool, 1, 31st January, 1951. 


ey 9. WALTON HOSPITAL. (1351 Beds.) 
tequired, HOUSE OFFICER or SENIOR HOUSE OFFICER 
in Anesthesia. Resident post, to commence immediately. 
Salary and grading according to experience—e.g., House Officer 
£350— £450 p.a., less £100 for residential emolume nts provided ; 
Senior House Officer £670 p.a., less £130 for emoluments. 
Applications, on forms obtainable from the undersigned, 
should be submitted to the Medical Superintendent by not later 
than 28th February, 1951. 
J. WATKINS, Secretary, 
North Liverpool Hospital Management Committee. 














LIVERPOOL, 9. WALTON HOSPITAL. (1351 Beds.) 
Applications are invited for the following appointments, to com- 
mence Ist April, 1951 :— 

HOUSE SURGEONS (general surgery). 

HOUSE SURGEON in Orthopedic Department. 

Salary and conditions of service in accordance with Ministry 
of Health terms and conditions. 

Applications, on forms obtainable from the undersigned, 
should be made to the Medical Superintendent as soon as 
possible. F. J. WATKINS, Secretary, 

North Liverpool Hospital Management Committee. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
LIVERPOOL EAR, NOSE, AND THROAT INFIRMARY. Applications 
invited from registered medical ae for appointments 
as RESIDENT HOUSE SURGEONS (E.N.T.) for the period 
of 6 months from Ist April-30th Septe ate ope r, 1951. Salary will 
be at rate of £350, £400, or £450 p.a., according to experience, 
less a deduction at rate of £100 p.a. for board and residence, in 
accordance with the agreed terms and conditions of service 
(House Officers). The appointments are subject to the National 
Health Service superannuation regulations. 

Applications should be made on forms which may be obtained 
from the undersigned, to whom they should be returned at once. 

A. HINDS, Secretary, 
The United L iverpool Hospitals. 

80, Rodney-street, Liverpool, 1, 31st January, 1951. 
LIVERPOOL, 14. BROADGREEN HOSPITAL. Appli- 
cations invited for post of ADMISSION ROOM AND CAS. 
UALTY OFFICER (non-resident) falling vacant on Ist April 
next. Salary in accordance with the Ministry’s scale—i.e., 

£350-£400-£450 p.a., according to previous experience. 

Applications on forms obtainable from the undersigned to be 
returned not later than 28th February, 1951. 

H. BLYTHE, Secretary. 

Broadgreen Hospital, Edge Lane-drive, Liverpool, 14. 
MARGATE. ROYAL SEA BATHING HOSPITAL. (200 
Beds.) ISLE OF THANET HOSPITAL MANAGEMENT COMMITTER. 
Required, HOUSE SURGEON. The post affords special oppor- 
tunities for the study of surgical tuberculosis. The appointment 
will be for a period of 6 months from Ist April, 1951. Salary at 
rate of £350-£450 p.a., according to experience, less £100 for 
residential emoluments. 

Applications, stating age, and qualifications, together with 

copies of 3 recent testimonials, should be sent as soon as possible 
to the Medical Superintendent, Royal Sea Bathing Hospital. 
Margate. 
MARGATE. THE GENERAL HOSPITAL. (132 Bets.) 
ISLE OF THANET HOSPITAL MANAGEMENT COMMITTEE. Required, 
HOUSE PHYSICIAN. Appointment for a period of 6 months. 
Salary at rate of £350 or £400 p.a., according to experience, 
less £100 for residential emoluments. 

Applications, stating age and qualifications, together with 
copies of 3 recent testimonials, should be sent as soon as possible 
to the Administrator, The General Hospital, Margate. 
MELROSE, ROXBURGHSHIRE. DINGLETON MENTAL 
HOSPITAL. JUNIOR HOSPITAL MEDICAL OFFICER. 
Salary £700-£50-£1000 p.a. This Hospital is conducted on the 
open door system and all modern methods of treatment are 
employed. Psychiatric Outpatient Clinics are shortly to be 
established. Good experience and opportunities to study for a 
higher degree. Unfurnished house will be available. 

Applications, stating age, qualifications, and experience, with 
copies of 3 recent testimonials, should be addressed to the 
Medica] Superintendent. 


MORECAMBE AND HEYSHAM. - QUEEN VICTORIA 
HOSPITAL. (83 Beds.) Required, RESIDENT SENIOR HOUSE 
OFFICER (surgical). The post is a full-tin:e one, and for a 
period of 1 year. The salary, terms, and conditions of service 
are those laid down by the Ministry of Health for hospital 
medical and dental staffs. 

Applications, stating age, qualifications, experience, and 
nationality, along with the names of 2 referees, shonld be 
forwarded immediately to the Secretary, Lancaster and Kendal 
Hospital Management Committee, Royal Lancaster Infirmary, 
Lancaster. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(135 Beds.) MIP-KENT HOSPITAL MANAGEMENT COMMITTEE, 
GROUP 13. Applications invited for appointment of 2 HOUSE 
SURGEONS at the above Hospital, posts vacant March and 
April, 1951. 6 months’ appointment. 1 post recognisable for 
F.R.C.S. (Eng.). Salaries in accordance with the terms and 
conditions of hospital medical and dental staffs (England and 
Wales) at the rate of £350, £400, £450 p.a., according to experi- 
ence. A deduction at the rate of £100 a year is made in respect of 
board and lodging and other services provided. R practitioners 
holding First House Officer posts are invited to apply. 

Applic ations, stating age, nationality, qualifications, and 
experience, together with the names and addresses of 2 respon- 
sible persons to whom reference may be made as to professional 
ability and character, should be forwarded as soon as possible 
to the Administrative Officer at the Hospital. 


MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(135 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE, 
GROUP 13. Applications invited for appointment of HOUSE 
PHYSICIAN, post vacant end of March, 1951. 6 months’ 
appointment. Salary in accordance with the terms and condi 
tions of hospital medical and dental staffs (England and Wales) 
at the rate of £350, £400, or £450 p.a., according to experience. 
A deduction at the rate of £100 a year is made in respect of board 
and lodging and other services provided. R practitioners 
holding First House Officer posts may apply. 

Applications, stating age, nationality, qualifications, and 
experience, together with the natnes and addresses of 2 respon- 
sible persons to whom reference may be made as to professional 
ability and character, should be forwarded as soon as possible 
to the Administrative Officer at the Hospital. 
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MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(135 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications invited for the appointment of either :— 

(a) RECEIVING ROOM OFFICER, post vacant mid- 
April. Appointment for 12 months. Salary £670 a year, 
with a deduction of £150 a year for residential emoluments. 
R practitioners holding Second House Officer posts are invited 
to apply, or 

(b) CASUALTY OFFICER, post vacant mid-April. Appoint- 
ment for 6 months. Salary at the rate of £350, £400, or £450 
a year, according to the previous posts held. A deduction of 
£100 a year is made in respect of residential emoluments. 
jes — titioners holding First House Officer posts are invited to 

y 

*P Applications, stating age, nationality, qualifications, and 
experience, together with the names and addresses of 
responsible persons to whom reference may be made as to 
professional ability and character, should be forwarded to the 
Secretary, Mid-Kent Hospital Management Committee, 103, 
Tonbridge-road, Maidstone, Kent, as soon as possible. 
MAIDSTONE. BARMING HEATH HOSPITAL. 2 Senior 
HOUSE OFFICERS required immediately for the above 
Mental Hospital of 2200 Beds. Applications are invited from 
medical practitioners who have been registered for at least a 
year. The post will be held normally for a period of 1 year. 
Salary £670 p.a. Full residential accommodation is available 
for single officers or for 1 married officer without children. 
The appointments are subject to the National Health Service 
superannuation regulations and to the conditions laid down by 
the Minister of Health. 

Applications in writing, giving the names of 2 persons to whom 

reference can be made, to be sent to the Medical Superintendent, 
Barming Heath Hospital, Maidstone, within 10 days from the 
appearance of this advertisement. 
MACCLESFIELD, CHESHIRE. PARKSIDE HOSPITAL. 
(1552 Beds.) Applic ations invited from suitably qualified 
medical practitioners for post of SENIOR HOUSE OFFICER 
(psychiatric). Salary £670 p.a., less appropriate charge for 
board, residence, and laundry. Excellent opportunity exists 
for gaining experience in all modern psychiatric methods. 

Applications, giving age, nationality, and full details, with 
the names of 3 referees, to be sent to the Medical Superintendent 
as soon as possible. 

MANCHESTER, 4. ANCOATS HOSPITAL. Applications 
are invited for the posts of :— 

HOUSE SURGEON to the Orthopedic and Fracture Depart- 

ment. 

HOUSE SURGEON to the E.N.T. Department. 

Applic ations. stating age, experience, and names and addresses 
of 2 referees, to be addressed to the undersigned as soon as 
possible. JoHN H. DAFFORNE, 

General Superintendent and Secretary (Dept. T.L.). 
MANCHESTER. BOOTH HALL CHILDREN’S HOS- 
PITAL. (400 Beds.) MANCHESTER REGIONAL HOSPITAL BOARD 
invite applications for the resident post of PACDIATRIC 
REGISTRAR at above Hospital. Appointment will be made 
in the first instance for a period of 1 year at a salary of £775 p.a., 
subject to review and renewal for a second year at the discretion 
of the Board. Applicants must have been qualified at least 
2 years. Previous experience in  perediatrics essential. A 
higher qualification is desirable. National terms and conditions 
of service applicable and the posts superannuable. 

Forms of application can be obtained from the Senior 
Administrative Medical Officer, No. 1, North Parade, Parsonage- 
gardens, Manchester, and should be returned, together with the 
names and addresses of 3 referees, to be received not later than 
20th February, 1951. Canvassing ‘will disqualify. 


MANCHESTER. NORTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. Applications invited for the following 
appointments :— 
(1) Crumpsall Hospital (Adult General—1225 
HOUSE OFFICER (orthopeedics), now vacant. 
HOUSE OFFICER (anesthetics), vacant at the beginning 
of February. The Hospital is recognised for the purpose of 
the D.A. 
(2) Manchester Victoria Memorial Jewish Hospital 
(general—105 Beds) 
SENIOR HOUSE OFFICER (surgical) to act as Deputy 
Resident Surgical Officer, vacant towards end of February. 
The appointments at Crumpsall Hospital are tenable for 
6 months, and the one at the Manchester Victoria Memorial 
Jewish Hospital for 12 months, and are in accordance with the 


Beds) 


terms and conditions of service of hospital medical and dental 
staffs. 
Applications, indicating post applied for, and stating age, 


nationality, present and previous appoiutments with dates, 

along with names and addresses of 2 referees, to be sent as soon 

as possible to A. T. SAMPSON, Secretary to the Committee. 
Crumpsall Hospital, Manchester, 8. 


MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. tequired, 
HOUSE OFFICER to the Geriatric Unit at the above Hospital. 
The unit consists of active treatment wards for medical patients 
and an attached Chronic Sick Unit. Appointment tenable for 
6 months. Ministry of Health terms and conditions of service. 

Applications, stating age, qualifications, and experience, to 
be forwarded to the Administrative Officer at the Hospital 
immediately. 


MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Required, 
HOUSE OFFICER (orthopeedics) at the above General Hospital. 
Appointment tenable for 6 months. Ministry of Health terms 
and conditions of service. 

Applications, stating age, qualifications, and experience, to be 
forwarded to the Administrative Officer at the Hospital 
immediately. 
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MANCHESTER REGIONAL HOSPITAL BOARD invite 
ep TEE for post of RESIDENT OBSTETRIC AND 

NASCOLOGICAL REGISTRAR at the Macclesfield General 
hal tag Macclesfield, Cheshire. The appointment will be 
made in the first instance for 1 year at a salary of £775 p.a., 
subject to review and renewal for a second year at the discretion 
of the Board. Applicants must have been qualified at least 2 
years and must have held a previous obstetric post. A higher 
qualification is desirable. National terms and conditions of service 
are applicable and the post is superannuable. 

Forms of application can be obtained from the Senior Adminis- 
trative Medical Officer, No. 1, North Parade, Parsonage 
gardens, Manchester, and should be returned, together with the 
names and addresses of 3 referees, to be received not later than 
23rd February, 1951. Canvassing will disqualify. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS. Applications invited from registered 
medica] practitioners (Male or Female) for appointment of 
HOUSE PHYSICIAN to the University Department of Child 
Health at Saint Mary’ 's Hospitals, Manchester, for a period of 
6 months, commencing as soon as possible. Previous peediatric 
experience essential. Duties include the care of the newborn 
in the Maternity Department, the care of infants in the Infants’ 
Ward, and work in the Clinics under the charge of the Department 
of Child Health. Salary in accordance with national scale. 

Application forms may be obtained from the undersigned, and 
the completed form to be received on or before 24th February, 
1951. A. R. Wise, General Superintendent 

Saint Mary’s Hospitals, Whitworth Park, Manchester, 13. 
NEWMARKET, SUFFOLK. WHITE LODGE HOSPITAL. 
Applications invited for post of HOUSE SURGEON, post 
vacant on 26th February, 1951. The post is available for 6 
months. Salary according to national scale with deduction of 
£100 p.a. for residence. 

Applications, with 3 copies of recent testimonials, should be 

sent to Medical Superintendent. 
NEWCASTLE GENERAL HOSPITAL. (959 Beds.) 
Applications are invited for the post of ORTHOPACDIC AND 
FRACTURE CLINIC HOUSE SURGEON with some duties in 
the Casualty Department. The post is resident and tenable for 
6 months, vacant at present. Salary according to terms and 
conditions for Resident House Officers. 

Applications, stating age, and experience, together with 1 
copy of 2 testimonials or the names of 2 referees, to be forwarded 
immediately to the Medical Superintendent, Newcastle General 
Hospital, 418, Westgate-road, Newcastle upon Tyne, 4 
NEWCASTLE GENERAL HOSPITAL. (959 Beds.) 
Applications invited for post of HOUSE SURGEON (urological) 
to the Departinent of Urology (46 Beds), vacant at present, to be 
held for a period of 6 months. Salary in accordance with the 
terms and conditions of the National Health Service. 

Applications, stating age, qualifications, and experience, 
together with 1 copy of 2 testimonials or the names of 2 referees, 
to be sent to the Medic al Superintendent. Newcastle General 
Hospital, 418, Westgate-road. Newcastle upon Tyne, 4. 


immediately. | oo CS é 
NEWCASTLE. HOSPITAL FOR SICK CHILDREN. 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 


Required, RESIDENT HOUSE SURGEON (Male or Female), 
post vacant lst April, 1951. 6 months’ appointment. Salary 
£400 or £450 p.a., according to experience, less £100 for resi- 
dential emoluments. The duties of the post are light and ample 
time is available for study. 

Applications, stating age, qualifications, and experience, with 
a copy of 3 testimonials, to— . B. CAIRNCROSS, C.A., 

House Governor and Secretary. 

Great North-road, Newcastle, 2. 
NEWCASTLE UPON TYNE REGIONAL HOSPITAL 
BOARD. NORTHALLERTON HOSPITAL MANAGEMENT COMMITTEE 
Grove. GENERAL SURGICAL REGISTRAR (whole-time 
Locum). Appointment for 6 months. Salary scale £775—-£890 
according to experience. 

Applications, tozether with names and addresses of 1-3 

referees and/or testimonials, should be sent to the Senior 
Administrative Medical Officer, ‘‘ Blythswood South,’’ Osborne- 
road, Newcastle upon Tyne, 2, within 7 days. 
NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. ROYAL VICTORIA INFIRMARY. Applications 
are invited from registered medical practitioners for the appoint- 
ment of Whole-time SURGICAL REGISTRAR to the Pro- 
fessorial Surgical Unit. The successful candidate will receive 
clinical experience in inpatient and outpatient work and will 
be required to carry out such duties as may be allocated to him 
by the Head of the Department. This is the teaching hospital 
of the University of Durham and the successful candidate will 
be required to teach in his subject principally at the Royal 
Victoria Infirmary. The appointment is for 1 year renewable, 
with a maximum of 2 years, and will be subject to the Ministry 
of Health terms and conditions of service. The salary at rate 
of £775 for the first year and £890 for the second year. 

Applications, giving age, nationality, experience, and qualifi- 
cations, with the names and addresses of 3 referees, should be 
sent to the undersigned within 2 weeks of the date of appearance 
of this advertisement. 

A. W. SANDERSON, House Governor and Secretary. 

Royal Victoria Infirmary, Newcastle upon Tyne. 


NEWCASTLE. UNITED NEWCASTLE UPON TYNE 
HOSPITALS. Applications invited from registered medical practi- 


tioners for appointment of HOUSE SURGEON in the Royal 
Victoria Infirmary. The post, which will be tenable for 6 months, 
is now vacant. Salary and conditions of service in accordance 
with terms laid down by the Ministry of Health for House Officers. 

Applications on the official form (which may be obtained 
from the Hospital) should be received by the undersigned as 
soon as a 

W. SANDERSON, House Governor and Secretary. 
Royal Victoria Infirmary, Newcastle upon Tyne. 
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NEWCASTLE. UNITED NEWCASTLE UPON TYNE 
HOSPITALS. Applications invited from registered medical practi- 
tioners for appointment of HOUSE PHYSICIAN to Leazes 
Hospital in the Royal Victoria Infirmary. The post, which 
will be tenable for 6 months, is now vacant. Salary and con- 
ditions of serviee in accordance with terms laid down by the 
Ministry of Health for House (Officers. 

Applications on the official form (which may be obtained 
from the Hospital) should be received by the undersigned as 
soon as possible. e 

A. W. SANDERSON, House Governor and Secretary. 

Royal Victoria Infirmary, Newcastle upon Tyne. , BS 
NORWICH. NORFOLK AND. NORWICH HOSPITAL. 
(440 Beds.) Applications invited for appointment of JUNIOR 
CASUALTY OFFICER (House Officer status). Post vacant 
Ist March, 1951. 6 months’ appointment. Salary £350, £400, 
or £400, according to experience, less £100 p.a. for residence, &c. 

Applications, stating age, qualifications, and experience, with 
names of 2 referees, to the Secretary, Norwich, Lowestoft and 
Great Yarmouth Hospital Management Committee, St. Stephens- 
road, Norwich. 

NOTTINGHAM AND MIDLAND EYE INFIRMARY. 
NOTTINGRAM NO. 1 HOSPITAL MANAGEMENT COMMITTEE. Required, 
SENIOR HOUSE OFFICER to undertake work at the above 
Infirmary. Also HOUSE SURGEON. Salary and conditions of 
service for these posts are in accordance with the published 
conditions of the Ministry of Health. The post of House Surgeon 
is recognised for the D.O.M.S. Examination. Both posts are 
vacant on Ist March. 

Applications, stating age, qualifications, and experience, 
together with copies of testimonials, to be sent as soon as possible 
to Henry M. STANLEY, Secretary, General Hospital, Notting- 
ham. (Nottingham No. 1 Hospital Management Committee. ) 


NOTTINGHAM GENERAL HOSPITAL. Required, 
CASUALTY OFFICER. Duties to commence immediately. 
Salary £350-£450 p.a., according to experience, less £100 
emoluments. If held by a practitioner who is liable under the 
National Service Acts, the appointment will be for 6 months, 
otherwise renewable. Terms and conditions of service as laid 
down by Ministry Regulations. 
Applications, stating age, qualifications, and experience, 
together with cgpies of testimonials, to be sent to— 
HENRY M. STANLEY, 
Nottingham No. 1 Hospital Management Committee. 
General Hospital. Nottingham. 
NOTTINGHAM GENERAL HOSPITAL. Required, 
HOUSE PHYSICIAN (Male or Female) for the above Hospital. 
Duties to commence about 15th March. Salary and conditions 
of service in accordance with the published conditions of the 
Ministry of Health, less £100 p.a. for emoluments. If held by an 
R practitioner the appointment will be for a period of 6 months, 
Applications, stating age, qualifications, and experience, 
together with copies vd a. to be sent to— 
RY M. STANLEY, Secretary 
Nottingham No. 1 Hospital Management "Dommitttes. 
NO TTINGHAM GENERAL HOSPITAL. Required, 
HOUSE SURGEON (Male), duties to commence as soon as 
possible. Applicants should be interested in urology. Salary 
and conditions of service in accordance with the published 
conditions of the National Health Service. Practitioners within 
3 months of qualification and liable under the National Service 
Acts may apply, when appointment will be for 6 months. 
Applications, stating age, qualifications, and experience, with 
copies of amma to be sent as soon as possible to— 
NRY M. STANLEY, Secretary 
Nottingham ‘No. 1 Hospital Management ‘Committee. 


NOTTINGHAM GENERAL HOSPITAL. Required, 
JUNIOR CASUALTY OFFICER (first post), Male or Female, 
for the above Hospital. Duties to commence as soon as possible. 
pe hd and conditions of service as laid down by the Ministry of 
ealth. 
Applications, stating age, qualifications, experience, and 
nationality, together with copies of testimonials, to be sent to— 
ENRY M. STANLEY, Secretary, 
Nottingham No. 1 Hospital Management 6 ‘ommittee. 


NOTTINGHAM GENERAL HOSPITAL. Required, 
HOUSE SURGEON (first post), Male or Female, for the above 
Hospital, duties to commence as soon as possible. Salary and 
conditions of service in accordance with the published conditions 
of the Ministry of Health, less £100 p.a. for emoluments. If held 
by an R practitioner the appointment will be for a period of 
6 months. 
Applications, stating age, qualifications, and experience, 
together with copies of testimonials. to be sent to— 
HENRY M. STANLEY, Secretary, 
Nottingham No. 1 Hospital Management Committee. 


NOTTINGHAM. GENERAL HOSPITAL. Required, 
HOUSE SURGEON (first post), Male or Female, for the above 
Hospital. Salary and conditions of service in accordance with 
the published conditions of the Ministry of Health, less £100 p.a. 
for emoluments. Duties to commence on 25th March, 1951. 
If held by an R practitioner the appointment will be for a period 
of 6 months. 
Application, stating age, qualifications, and experience, 
together with copies of testimonials, to be sent to— 
HENRY M. STANLEY, Secretary, 
Nottingham No. 1 Hospital Management Committee. _ 


OXFORD. THE UNITED OXFORD HOSPITALS. 
Applications invited for post of SENIOR HOUSE OFFICER 
to the Geriatric Unit at The Cowley Road Hospital. Salary 
at rate of £670 p.a., less £100 p.a. for residence. 

Applications, stating age, qualifications, and experience, 
together with the names of 2 referees, should be addressed as 
soon as possible to A. G. E. SANcTUARY, Administrator. 

The Radcliffe Infirmary, Oxford. 

















NORTHAMPTON GENERAL HOSPITAL. (487 Beds.) 
NORTHAMPTON AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
Applications invited for post of ORTHOPASDIC HOUSE 
SURGEON, vacant about the middle of February. Recog- 
nised for the F.R.C.S. Appointment will be made for period to 
30th September, 1951. Ministry of Health salary scale with 
deduction of £100 a year for residential emoluments. 

Applications, giving full particulars and enclosing copies of 
3 recent testimonials, should be received by the undersigned as 
soon as possible. 

3. G. HILL, Secretary to the Management Committee. 
PARKSTONE, DORSET. ALDERNEY INFECTIOUS 
DISEASES HOSPITAL. BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. Applications invited for post of 
HOUSE PHYSICIAN (Male or Female), for immediate vacancy 
at the above Hospital and at a neighbouring general hospital. 
Salary according to National Health Service scale £350-£450 
p.a., with a deduction of £100 for full residential emoluments. 
The successful candidate will be resident at Alderney Hospital, 
which is in easy reach of Bournemouth. 

Applications, with copies of 2 testimonials, to be forwarded 
to the Assistant Secretary of the Hospital. 
PENZANCE. WEST CORNWALL HOSPITAL. (General 
Hospital—100 Beds.) WEST CORNWALL HOSPITAL MANAGEMENT 
COMMITTEE. Required, HOUSE SURGEON (Male or Female), 
post vacant now. Salary and conditions of service in accordance 
with the terms laid down by the Ministry of Health. 

Applications, stating age, nationality, qualifications, and 
experience, together with copies of 2 recent testimonials, should 
be forwarded to the Administrative Assistant, West Cornwall 
Hospital, Penzance. 


PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
NOSPITAL. Applications invited from registered medical practi- 
tioners for appointment of HOUSE SURGEON (first post), 
Greenbank Road Section, post now vacant. Appointment 
for 6 months and terminable by 1 month’s notice on either side. 
Salary and conditions of service in accordance with the National 
Health Service terms. 

Applications, stating age, nationality, qualifications, and 
rg with 3 recent testimonials, to be sent by 20th February, 

951, to— 

ARTHUR. R. CASH, Secretary, Plymouth, South Devon and 
East Cornwall General Hospital Group. 

Head Office, Greenbank-road, Plymouth. 
PONTEFRACT GENERAL INFIRMARY AND THE 
HYDES HOSPITAL. (92 Beds.) Required, HOUSE SURGEON 
(first post), Male. 6 months’ appointment. Salary at rate of 
£350'p.a., less £100 for residential emoluments. R practitioners 
within 3 months of qualification may apply. 

‘Applications oe be sent to— 

BowRING, Secretary, 
Pontefract and ( vasticford Hospital Management Committee. 
Great Northern House, Salter-row, Pontefract. 


PORTSMOUTH. SAINT MARY’S HOSPITAL. (1107 
Beds. ) PORTSMOUTH GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SENIOR HOUSE OFFICER, Obstetric and Gyneeco- 
logical Department. Salary £670 p.a., less £150 for residential 
emoluments. 

Applications, stating age, experience, and qualifications, and 
names of 2 referces, to be submitted to the Medical Superin- 
tendent within 10 days of appearance of this advertisement. 


PORTSMOUTH. ROYAL PORTSMOUTH HOSPITAL. 
(305 poral Beds.) PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITT 

ORTHOPEDIC HOUSE SURGEON required, vacant now. 
Salary £350-£450 p.a., according to experience, less £100 for 
residential emoluments. 

SENIOR HOUSE OFFICER (Casualty Department) required, 
vacant 22nd February, 1951. Salary £670 p.a., less £150 for 
residential emoluments. 

Applications, giving details of age, experience, and quali- 
fications, and the names of 2 referees, should be submitted 
to the Assistant Secretary, Royal Portsmouth Hospital, 
Portsmouth. a SAE 
POTTERS BAR AND DISTRICT HOSPITAL, ~ Potters 
BAR, MIDDLESEX. HOUSE OFFICER required (first or subse- 
quent post). Appointment for 6 months. To commence duty on 
18th March, 1951. Salary in accordance with the terms and 
conditions of service of hospital medical and dental staffs 
(England and Wales). 

Applications, stating age, qualifications, &c., and enclosing 
copies of recent testimonials, should be sent to the Secretary, 
Barnet Group Hospital Management Committee, 1, Wellhouse- 
lane, Barnet, Herts. 

PRESTON INFECTIOUS DISEASES HOSPITAL (102 
Beds) AND CHESTNUTS SANATORIUM, PRESTON (30 Beds). HOUSE 
PHYSICIAN required Ist March. The Infectious Diseases Hos- 
pital has 37 Beds for Pulmonary Tuberculosis and 65 Beds for 
Infectious Diseases (part in cubicles), and the Chestnuts Sana- 
torium has 30 Beds. There is a small furnished flat for a married 
officer at the Infectious Diseases Hospital. Salary range £350— 
£450, less £100 for residential emoluments. 

Applications, with copies of testimonials. to be forwarded to 

the undersigned at the Royal Infirmary, Preston. 
JoHN GIBSON, Secretary, 

_Preston and Chorley Hospital Management Committee. 
PRESTON ROYAL INFIRMARY. (401 Beds.) House 
PHYSICIAN required 15th February. Duties to be solely under 
the Consultant Physicians. Post suitable for candidates wishing 


to study for M.R.C.P. Salary range £350-£450, less £100 for 
residential emoluments. 
Applications, with copies of testimonials, = be forwarded to 
the undersigned at the Royal Infirmary, Presto 
JOHN GIBSON, Secretary 
Preston and Chorley Hospital Sanpuiaent Committee. 
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PRESTON, SHAROE GREEN HOSPITAL. (260 Beds.) 
GENERAL HOUSE SURGEON required Ist March. Duties 
under Consultant staff. Salaries vary from £350-£450, according 
to previous posts held, less £100 for residential emoluments. 

Applications, stating age, qualifications, and details of previous 
posts (if any), should be forwarded to the Secretary, Preston 
and Chorley Hospital Management Committee, Royal Infirmary, 
Preston. JOHN GIBSON, Secretary, 

Preston and Chorley Hospital Management Committee. 
PRESTON. SHAROE GREEN HOSPITAL. (260 Beds.) 
OBSTETRIC HOUSE SURGEON required Ist March. Duties 
under Consultant staff. Salaries vary from £350—-£450, according 
to previous posts held, less £100 for residential emoluments. 

Applications, stating age, qualifications, and details of previous 
posts (if any), should be forwarded to the Secretary, Preston 
and Chorley Hospital Management Committee, Royal Infirmary ° 
Preston. JOHN GIBSON, Secretary, 

Preston and Chorley Hospital Manage ment Committee. 
PRESTON. SHAROE GREEN HOSPITAL. (260 Beds.) 
HOUSE PHYSICIAN required Ist March. Duties to be solely 
under the Consultant Physicians. Salary range £350-£450, less 
£100 for residential emoluments. 

Applications, with copies of testimonials, to be forwarded 
to the undersigned at the Royal Infirmary, Preston. 

JOHN GIBSON, Sec retary, 

Preston and Chorley Hospital Management Committee. 
RAMSGATE. THE GENERAL HOSPITAL. (101 Beds.) 
ISLE OF THANET HOSPITAL MANAGEMENT COMMITTEE. Required, 





HOUSE PHYSICIAN. Appointment will be for a period of 6 
months. Salary at rate of £350 or £400 p.a., according to experi- 
ence, less £100 for residential emoluments. 


Applications, stating age, and qualifications, together with 
copies of 3 recent testimonials, should be sent as soon as possible 
to the Administrator, The General Hospital, Ramsgate. 
READING AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited for post of SENIOR HOUSE 
OFFICER (pediatrics), vacant 19th April, 1951, 
the Royal Berkshire Hospital (mainly) and other hospitals as 
required. Salary £670 p.a., less £100 for board-residence. The 
appointment is subject to the terms and conditions of service as 
issued by the Ministry of Health. 

Applications, stating age, qualifications with dates, nationality, 

experience, and accompanied by the names of 2 referees, should 
reach the Chief Administrative Officer, 3, Craven-road, Reading, 
by 17th February, 1951. 
RHYL. ROYAL ALEXANDRA GENERAL HOSPITAL. 
(150 Beds.) Applic roy invited for appointment of a 
RESIDENT SURGICAL OFFICER at the above Hospital. 
The appointment is of Se nior House Officer grade at a salary of 
£670 p.a., with a deduction for full residential emoluments and 
will, in the first instance, be tenable for 12 months. The successful 
applicant will be required to carry out duties under the super- 
vision of the Consultant Surgeons. 

Applications, stating age, and giving details of qualifications, 
present and previous appointments, with copies of 3 testimonials, 
to be sent to the undersigned within 14 days of the date of 
publication of this advertisement. 

WILLIAM ROBERTS, Secretary, 
( ‘Iwyd and Deeside Hospital Management Committee. 

** Rhianfa,’’ Russell-road, Rhyl. 

RHYL. ROYAL ALEXANDRA GENERAL HOSPITAL. 
(150 Beds.) Applications invited for appointment of a RESI- 
DENT MEDICAL OFFICER at the above Hospital. The 
appointment is of Senior House Officer grade at a salary of £670 
p.a., with a deduction for full residential emoluments, and will, 
in the first instance, be tenable for 12 months. The successful 
applicant will be required to carry out duties under the super- 
vision of the Consultant Physician. 

Applications, stating age, and giving details of qualifications, 
present and previous appointments, with copies of 3. testi- 
monials, to be sent to the undersigned within 14 days of the date 
of publication of this advertisement. 

WILLIAM ROBERTS, Secretary, 
Clwyd and Deeside Hospital Management Committee. 

** Rhianfa,”’ Russell-road, Rhyl. 


ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (718 
Beds. ) Required, HOUSE SURGEON at above Hospital. 
Resident post tenable for 6 months. Salary, &c., as per Ministry 
of Health scale for House Officers, less £100 a year for board and 
lodging, &c. 

Applications, stating age, qualifications with dates, present 
appointment, and experience, with copies of 2 testimonials 
of recent date or names of 2 referees, should be addressed imme- 
diately to the Secretary, Romford Group Hospital Management 


Committee, Oldchureh Hospital, Romford. ae ; 
RUGBY. HOSPITAL OF ST. CROSS. House Surgeon 
(first, second, or subsequent post) required for Orthopeedic and 


Accident Department of 40 Beds, vacant 12th February. 

Applications, stating age, qualifications, and experience, with 
copy testimonials, to Assistant Secretary. s 
SHOREHAM-BY-SEA. SOUTHLANDS HOSPITAL. 
SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
WORTHING GROUP HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the post of REGISTRAR for the Obstetric 
and Gynecological Department at above Hospital. Duties to 
commence on 25th April, 1951. M.R.C.O.G. preferred. Depart- 
ment recognised by the R.C.O0.G. for Membe a The appoint- 
ment will be subject to the provisions of the National Health 
Service superannuation regulations, and in accordance e with the 
agreed terms and conditions of service of hospital medical and 
dental staffs for the time being in operation. 

Applicants should apply to the Secretary of the Worthing 
Group Hospital Management Committee, 129, Brighton-road, 
Worthing, for forms of application (stamped addressed envelope, ) 
which should be returned, duly completed, by 9th March, 1951. 

A. V. OAKTON, Secretary Administrator. 
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SHOREHAM-BY-SEA, SUSSEX. SOUTHLANDS HOS- 
PITAL. WORTHING GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Required, GYNASCOLOGICAL HOUSE SURGEON. Post 
recognised by R.C.O.G. for Membership ; vacant 21st March. 
~~) Sfemaamaaaes for 6 months. Salary in accordance with national 
scale. 

Application forms should be obtained from, and returned 
as soon as possible to, the Surgeon-Superintendent, Southlands 
Hospital. A. V. OAKTON, Secretary Administrator. 
SHOREHAM-BY-SEA, SWSSEX. SOUTHLANDS HOS- 
PITAL. WORTHING GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Required, RESIDENT HOUSE PHYSICIAN, to commence 
19th March. Appointment for 6 months. Salary in accordance 
with national scale. 

Application forms should be obtained from, and returned as 
soon as possible to, the Surgeon-Superintendent, Southlands 
Hospital. A. V. OAKTON, Secretary Administrator. 
SALFORD. HOPE HOSPITAL. Salford Hospital Manage- 
MENT COMMITTEE. Vacancies exist at Hope Hospital for the 
following medical staff :— 

HOUSE SURGEON (E.N.T. and orthopedic). 

HOUSE OFFICER (general duties) 

Applications, stating age, qualifications, &c., together with 
the names of 3 referees, should be forwarded to the Superinten- 
dent, Hope Hospital, Salford, 6, as soon as possible. 
SALISBURY GENERAL HOSPITAL. (Incorporating 
Salisbury General Infirmary and Odstock Hospital.) Required, 
RESIDENT ANAESTHETIST (Senior House Officer), for duties 
at both branches of the Salisbury General Hospital. Appoint- 
ment vacant on 4th February, 1951, and is for a period of 
12 months. Salary and conditions of service in accordance 
with the terms for hospital medical] staff. 

Applications, giving detaWs of qualifications, and experience 
in the specialty, together with the names of 3 referees, should 
be sent to the Secretary, Salisbury Group Hospital Management 
Committee, Odstock Hospital, Salisbury, immediately. 
SALISBURY GENERAL HOSPITAL. (Salisbury 
Infirmary and Odstock Hospital—470 Beds.) Required, 
RESIDENT HOUSE SURGEON. Appointment vacant on 
14th February, 1951, and is for a period of 6 months. Salary 
and conditions of service are in accordance with the terms for 
medica] staff in hospitals. 

Applications, together with copies of 2 receht testimonials, 
should be sent to the Secretary, Salisbury Group Hospital 
Management Committee, Odstock Hospital, Salisbury, imme- 
diately. 
SCOTLAND. BRIDGE OF EARN HOSPITAL. (830 
Beds, of which 270 are for orthopzedic cases, including bone and 
joint tuberculosis.) There are vacancies for SENIOR HOUSE 
SURGEONS for the Orthopedic Unit at above Hospital. 
Candidates must have been qualified for at least 1 year. Salary 
£670 p.a., with a deduction of £150 p.a. for board, lodging, and 
laundry. 

Applications, 


stating age, qualifications, 
nationality, 


experience, and 
with the names of 3 referees, 


to be sent to the 


Medical Superintendent, Bridge of Earn Hospital, Perthshire, 
immediately. a 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 


PITAL BOARD invite applications from suitably qualified medical 
practitioners (Male or Female) for post of REGISTRAR in 
Tuberculosis in the Edinburgh City Hospital (181 Beds). 
Previous experience in tuberculosis is desirable but not essential. 
The position is superannuable and salary and conditions of 
service will be in accordance with the regulations. 

Applications (10 copies), giving particulars of age, 
experience, and qualifications, together with the names of 3 
referees, should be submitted to the Secretary, South-Eastern 
Regional Hospital Board, Scotland, 11, Drumsheugh-gardens, 
Edinburgh, 3, within 30 days. 


SCUNTHORPE AND DISTRICT WAR MEMORIAL 
HOSPITAL. (256 Beds.) SCUNTHORPE HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited for post of SENIOR HOUSE 


previous 


OFFICER (orthopedic), with certain duties on the general 
surgical side. The appointment is for 1 year and salary will be 
£670 p.a. (non-resident). 


Applic ations, stating age, qualifications, experience, and 
giving the names of 2 referees, should be sent immediately to the 
Secretary at the War Memorial Hospital, Scunthorpe, Lines. 


SCUNTHORPE AND DISTRICT WAR MEMORIAL 

HOSPITAL. (256 Beds.) Applications are invited for the posts of :— 

(a) HOUSE SURGEON (general surgery, gyneecology, and 
radiotherapy ). 

(b) HOUSE SURGEON (general surgery and E.N.T.). 
Terms and conditions of service in accordance with national 
regulations. 

Applications, stating age, qualifications, and experience, and 
with names of 2 referees, immediately to Secretary, Scunthorpe 
Hospital Management ( ‘ommittee, at the War Memorial Hospital, 
Scunthorpe, Lincs. 


STRATFORD-ON-AVON GENERAL 
(187 Beds.) SOUTH WARWICKSHIRE HOSPITAL GROUP (NO. 14) 
MANAGEMENT COMMITTEE. Applications invited for post of 
SENIOR HOUSE OFFICER (Resident Medical Officer). The 
post, which is vacant on Ist April, is for duties on the 
medical wards under the supervision of the Consultant staff, 
The appointment gives good experience in general medicine 
and is suitable for an applicant working for a higher qualification. 
There are 2 other resident staff. The salary is £670 p.a., in 
accordance ‘with the terms and conditions of service of hospital 
medical and dental staffs (England and Wales). The appointment 
is subject to the National Health Service (Superannuation) 
Regulations, 1950. 

Applications, giving full details of qualifications and experi- 
ence, together with copies of 2 testimonials, should be sent to 
the Assistant Secretary at the Stratford-on-Avon Hospital not 
later than 19th February, 1951. 


HOSPITAL. 
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SEDGEFIELD GENERAL HOSPITAL. (378 Beds.) 
Required, SENIOR HOUSE OFFICER (orthopedics). The 
appointment will normally be held for 1 year. Salary £670 p.a., 
less £100 p.a. in respect of full residential emoluments. Small 
flat affording limited married accommodation is available, if 
required. 

Applications, stating age, qualifications, and experience, 
should be forwarded immediately to the Secretary, Sedgefield 
Hospital Management Committee, Sedgefield, Stockton-on- Tees, 
as soon as possible. 


SEDGEFIELD GENERAL HOSPITAL. (378 Beds.) 
Required, HOUSE SURGEON for general surgical duties. 
Salary £350-£450 p.a., according to previous appointments, 
with a deduction of £100 p.a. for full residential emoluments. 
Small flat affording limited married accommodation is available 
if required. 

Applications, stating age, qualifications with dates, and 
copies of testimonials, should be sent to the Secretary, Sedgefield 
Hospital Management Committee, Sedgefield, Stockton-on-Tees, 
as soon as possible. 
SEDGEFIELD GENERAL HOSPITAL. (378 Beds.) 
Required, HOUSE SURGEON (orthopedics). Salary £350- 
£450 p.a., according to previous appointments, with a deduction 
of £100 p.a. for full residential emoluments. Small flat affording 
limited married accommodation is available if required. 

Applications, stating age, qualifications with dates, and 
copies of testimonials, should be sent to the Secretary, Sedgefield 
Hospital Management Committee, Sedgefield, Stockton-on-Tees, 
as soon as possible. 


SHEFFIELD. CITY GENERAL HOSPITAL. Applica- 
tions invited from suitably qualified medical practitioners for 
resident post of SENIOR HOUSE OFFICER to the Thoracic 
Unit, vacant Ist March, 1951. Preference will be given to 
candidates with experience in chest diseases and holding a 
higher qualification. 

Apply, giving full details of age, qualifications, present and 
previous appointments with dates, and the names of 2 persons 
to whom reference may - made, to the undersigned at Nether 
Edge Hospital, Sheffield, 

W..4 h 1 ay Secretary, 
Sheffield No. 1 Hospital Management Committee. _ 








SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications are invited from registered medical practitioners 
for the non-resident posts of SENIOR REGISTRAR and 
REGISTRAR (diagnosis) to the Department of Radiology at 
the above Group of Hospitals. Candidates for the senior post 
must have had previous experience and possess a qualification 
in radiology. The Registrar’s post is essentially one for training 
for the D.M.R. Candidates must have held house appointments 
at General Hospitals. 

Applications, stating age, qualifications, and experience, 
together with the names of 3 referees, should be forwarded 
immediately to— 

JOSEPH GRIFFITH, Chief Administrative Officer, 
The United Sheffield Hospitals. 
Central Office, Royal Hospital, West-street, Sheffield, 1. 





SHOTLEY BRIDGE GENERAL HOSPITAL. North “West 
DURHAM HOSPITAL MANAGEMENT COMMITTER. Applications 
invited for appointment of SENIOR HOUSE OFFICER (in 
Department of Pathology) from registered medical practitioners 
who intend to specialise in pathology or bacteriology. The 
appointment will be for 1 year in the first instance and the 
salary will be £670 p.a., less a deduction of £150 p.a. for board 
and lodging. 

Applications. with copies of 3 testimonials. should be forwarded 
to the Secretary, Shotley Bridge General Hospital, Shotley 
Bridge, co. Durham, within 7 days of the appearance of this 
advertisement. 


SHREWSBURY. ROYAL SALOP INFIRMARY. | "(240 
Beds.) Required, ORTHOPADIC HOUSE SURGEON/ 
CASUALTY OFFICER (Male or Female), vacant immediately. 
Salary £350-£450 p.a., less a deduction of £100 p.a. for residential 
emoluments. 

Applications, stating age, qualifications, nationality, and 
experience, accompanied by copy testimonials, should be sent 
to the Secretary, Group 15 Hospital Management Committee, 
Royal Salop Infirmary, ene 














MALLETT, Secretary. 
Royal Salop Infirmary, RE. 4, 3s 3rd September, 1950. 


SHREWSBURY. ROYAL SALOP INFIRMARY/ 
COPTHORNE HOSPITAL. (500 Beds.) Required, SENIOR HOUSE 
PHYSICIAN (Male or Female), at Copthorne Hospital, 
Shrewsbury, post vacant immediately. Salary £450 p.a., less 
a deduction of £100 p.a. for residential emoluments. 

Applications, stating age, qualifications, nationality, and 
experience, accompanied by copy testimonials, should be sent 
to— J.P. MALLETT, Secretary, 

Shrewsbury Group 15 Hospital Management Committee. 
Royal Salop Infirmary, Shrewsbury, 22nd January, 1951. 





SOUTHEND-ON-SEA. GENERAL HOSPITAL. Applica- 
tions invited for post of RESIDENT HOUSE SURGEON, 
vacant on 23rd March, 1951. Salary according to previous 
appointments held, less deduction of £100 a year for residential 
emoluments. 

Applications, stating age, qualifications, and experience, with 
copies of recent testimonials, should reach the undersigned at the 
Hospital by y 17th February, 1951. J. C. FIELD, Secretary. 


SOUTHEND-ON-SEA. GENERAL HOSPITAL. Applica- 
tions invited for post of RESIDENT GYNA®COLOGICAL 
HOUSE SURGEON, vacant 19th March, 1951. Post recognised 
for M.R.C.0.G. Salary according to previous posts held, with 
a deduction of £100 for residential emoluments. 

Applications, stating age, qualifications, and experience, 
with copies of recent testimonials, should reach the undersigned 
not later than 17th February, 1951. J.C. FIELD, Secretary. 





SOUTHEND-ON-SEA. GENERAL HOSPITAL. Applica- 
tions invited for post of RESIDENT ANASSTHETIST, vacant 
on Ist April, 1951. Appointment for 6 months at the General 
Hospital, Southend, at a salary of €450 p.a., followed by a further 
6 months at the General Hospital, Rochford, as a Senior House 
Officer, salary £670 p.a.; salaries being subject to the appropriate 
deductions for board. This combined appointment has been 
recognised as fulfilling the conditions for the D.A. 

Applic ations, stating age, qualifications, and experience, with 
copies of recent testimonials, should reach the undersigned at the 
Hospital by 17th February, 1951. J. C. FIELD, Secretary. 
SOUTHEND-ON-SEA. GENERAL HOSPITAL. Applica- 
tions invited for post of RESIDENT GENERAL HOUSE 
PHYSICIAN, vacant on 31st March, 1951. Salary according to 
previous posts held, less deduction of £100 p.a. for residential 
emoluments. 

Applications, stating age, qualifications, and experience, with 
copies of recent testimonials, should reach the undersigned at the 
Hospital by 17th February. 1951. J.C. FIELD, Secretary. 
SOUTHAMPTON. ROYAL SOUTH HANTS AND 
SOUTHAMPTON HOSPITAL. (290 Beds.) SOUTHAMPTON GROUP 
HOSPITAL MANAGEMENT COMMITTEE. HOUSE PHYSICIANS 
(2), resident, first, second, or third post, vacant end February, 
1951, and tenable for 6 months. Salary and conditions of service 
in accordance with those nationally advocated. 

Applications, with copies of testimonials, to be submitted as 
soon as possible to the Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS AND 
SOUTHAMPTON HOSPITAL. (290 Beds.) HOUSE SURGEON 
required, immediately. Post tenable for 6 months. Salary 
£350-£450 p.a., according to number of posts previously held, 
less £100 p.a. for residential emoluments. Terms and conditions 
of service as laid down by the Ministry of Health. 

Applications, with copies of testimonials, to be submitted as 
soon as possible to the Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS AND 
SOUTHAMPTON HOSPITAL. (290 Beds.) Required, ORTHO- 
PEDIC HOUSE SURGEON (resident), post vacant end of 
March. Tenable for 6 months. This Hospital provides a 
comprehensive orthopedi¢ service and is the centre to which 
all trauma from a large industrial town and port is directed. 
Salary £350-£450 p.a., according to number of posts previously 
held. less £100 p.a. for residential emoluments. Terms and 
conditions of service as laid down by the Ministry of Héalth. 

Applications, with copies of testimonials, to be submitted to 
the Secretary, Southampton Group Hospital Management 
Committee, Bullar-street. Southampton. _ 
SOUTHAMPTON INFECTIOUS DISEASES HOSPITAL 
AND SANATORIUM. SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Applications invited from appropriately 
qualified and experienced persons for appointment of MEDICAL 
REGISTRAR (resident). Applicants should have had experience 
in the treatment of infectious diseases and pulmonary tubercu- 
losis. A Thoracic Unit is in the process of being developed 
and the appointment may entail certain medical duties associated 
with that Unit. Salary, &c., as nationally advocated. 

Forms of application, which will be forwarded by the under- 
signed on receipt of a stamped addressed envelope, must be 
returned within 14 days of publication of this advertisement. 
Canvassing will disqualify, but candidates may visit the Hospital 
if they desire. FRANK JENNINGS, Secretary, 

Southampton Hospital Management Committee. 

Bullar-street, Southampton. _ 
STOCKPORT INFIRMARY. (175 Beds.) Applications 
are invited from registered medical practitioners for the posts 
of :— 

HOUSE OFFICER (general surgery and gynecology). 

HOUSE OFFICER (general surgery and ophthalmology), 

approved under D.O.M.S, regulations. 

Salary and conditions of service in accordance with Ministry 
of ‘Health circular. 

Applications, stating age, nationality, and qualifications, 
together with the names of 2 referees or copies of 2 testimonials, 
to be addressed to the Administrative Officer, Stockport 
Infirmary. H. G. Price, Secretary, Stockport and 

Buxton Hospital Management Committee. _ 


STOCKPORT. STEPPING HILL HOSPITAL. (463 

Beds.) Applications invited from registered medical practitioners 

for post of SENIOR HOUSE OFFICER (surgical), resident. 

Salary £670 p.a., less a charge for residential accommodation. 
Applications, stating age, nationality, and qualifications, 

together with the names of 2 referees, to be forwarded imme- 

diately to— H. G. Prick, Secretary, Stockport and 

Buxton Hospital Management Committee. 

59B, Shaw Heath, Stockport. 


STOCKTON-ON-TEES. WINTERTON HOSPITAL 
MANAGEMENT COMMITTEF. Locum Tenens REGISTRAR 
required at the above Hospital. Knowledge of psychiatry 
desirable but not essential. Salary £775 p.a., from which £170 
p.a. will be deducted for board and residence, Kc. The post is 
subject to the provisions of the National Health Service (Super- 
annuation) Regulations, 1950 (S.R. & O. No. 1755). 

Applications to be addressed to the Medical Superintendent, 
Winterton Hospital, Winterton, mee kton- -on-Tees. 

. W. GILL, Secretary. 


STOKE-ON-TRENT. “NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. Applications invited for HOUSE OFFICER 
(gynecology), Male or Female, second post, vacant very shortly. 
Salary in accordance with national scale. 

Applications, stating age, nationality, and details of previous 
service including national service, to be addressed to the under- 
signed at Princes-road, Hartshill, Stoke-on-Trent. 

THORNBURROW GIBSON, Secretary. 
Stoke-on-Trent Hospital Management Committee. 
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STAFFORD. STAFFORDSHIRE GENERAL INFIR- 
MARY. Required, HOUSE SURGEON (Male or Female), vacant 
14th February. 1951. Salary £350, £400, or £450 p.a., according 
to experience, less £100 p.a. for residential emoluments. 

Applications, giving particulars as to age. qualifications, and 
experience, together with copies of 3 recent testimonials, should 
be forwarded immediately to— : 

Stafford Ti = soem. Secretary, 
s or osp 

13. Foregate-street Stafford. , neice 
STAFFORD. STAFFORDSHIRE GENERAL INFIR- 
MARY. Required, HOUSE PHYSICIAN (Male or Female), 
post vacant 24th February, 1951. Salary £350, £400, or £450 
p.a., according to experience, less £100 p.a. for residential 
emoluments. 

Applications, giving particulars as to age, qualifications, and 
experience, together with copies of 3 recent testimonials, should 
be forwarded immediately to 

Stators Us ra Me ee Secretary, 

Staffor ospi p » i 
_ 13, Foregate-street, Stafford. m sndianaibiaiaaia hcbaaaiiek tl 
STANNINGTON CHILDREN’S SANATORIUM, “Stan- 
NINGTON, MORPETH, NORTHUMBERLAND. Applications invited 
from registered medical practitioners for appointment of 
SENIOR HOUSE OFFICER. The appointment will be initially 
for 6 months from Ist March, 1951. Salary £670 p.a. gross, in 
accordance with and subject to the agreed terms and conditions 
of service. In this Sanatorium children up to the age of 16 years 
suffering from any form of tuberculosis are admitted. The 
bed complement is 270. At present the average number of 
beds occupied is 150. _ Valuable experience can be obtained in 
the treatment of childhood tuberculosis or any orthopedic 
tuberculosis. The Visiting Consulting Staff are associated with 
teaching and other hospitals. 

Applications, giving full particulars and copies of 2 recent 
testimonials, or the names of 2 referees, should be forwarded 
as early as possible to the Medical Superintendent, Stannington 
Children’s Sanatorium, Stannington, Clifton, near Morpeth 
Northumberland. ; 
ST. HELENS, ECCLESTON HALL HOSPITAL. Required, 
SENIOR HOUSE OFFICER at the above Hospital. pe ees 
£670 p.a., less £150 p.a. for residential emoluments. The person 
appointed will work under the supervision of the Tuberculosis 
Medical Officer, who is also on the staff of this Hospital. There 
are 75 Beds and the work comprises all types of tuberculosis. 
The appointment may also include duties at another hospital 
in the group which is about to be converted for the treatment 
of tuberculosis. Good residential accommodation for a single 
person, male or female, is available. 

Applications to be forwarded immediately to— 

N. RICHARDS, Secretary, St. Helens and 
, " District Hospital Management Committee. 
_ Group Office, County Hospital, Whiston, near Prescot, Lancs. 
THORP ARCH, BOSTON SPA, YORKS. MARQGUERITE 
HEPTON HOSPITAL. SENIOR HOUSE OFFICER required. 
Salary at the rate of £670 p.a. The Hospital contains 75 Beds 
for children undergoing long-stay orthopedic treatment. 
A small house (partly furnished ) is available. 

Applications should be made to the undersigned as soon as 
possible from whom forms of application and further particulars 
may be obtained. _ 8S. C. Epwarps, Secretary, 

_ Leeds Group B Hospital Management Committee No. 22. 

__ Seacroft Hospital, Leeds. 
TRURO. ,ROYAL CORNWALL INFIRMARY. (General 
oe Beds—8 sgn WEST CORNWALL HOSPITAL 

NAGEMENT COMMITTEE. Applications invited for appointment 
of HOUSE PHYSICIAN (Male or Female), post vacant 21st 
March, 1951. Salary and conditions of service in accordance with 
the terms laid down by the Ministry of Health. 

Applications, giving details of age, nationality, qualifications, 
and experience, together with copies of 2 recent testimonials, 
should be sent to the Administrative Assistant, Royal Cornwall 
Infirmary, Truro. i 
TRURO. ROYAL CORNWALL INFIRMARY. (General 
Hospital—230 Beds ; 8 Residents.) WEST CORNWALL HOSPITAL 
MANAGEMENT COMMITTEE. Applications invited for vacant 
post of HOUSE SURGEON (Male or Female) for General 
Surgery and Gynecology. The successful candidate will be 
responsible jointly with the House Surgeon for the 74 Beds 
allocated to the 2 specialties. Salary and conditions of service 
in accordance with the terms laid down by the Ministry of 
Health. 

Applications, stating age, qualifications, and experience, and 
enclosing copies of 2 recent testimonials, should be sent to the 
Administrative Assistant, Royal Cornwall Infirmary, Truro. 

i f (General 
Hospital—230 Beds ; 8 Residents.) WEST CORNWALL HOSPITAL 
MANAGEMENT COMMITTEE: Required, CASUALTY HOUSE 
SURGEON (Male or Female), post now vacant. Salary and 
conditions of service in accordance with the terms laid down 
by the Ministry of Health. 

Applications, giving details of age, qualifications, and experi- 
ence, and enclosing copies of 2 recent testimonials, should be 
= to the Administrative Assistant, Royal Cornwall Infirmary, 

ruro. 
WAKEFIELD.’ GENERAL HOSPITAL. (160 Beds.) 
Applications invited for appointment of JUNIOR HOSPITAL 
MEDICAL OFFICER in Genéral Surgery at above Hospital. 
The appointment is for 1 year initially and the terms and condi- 
tions of service are in accordance with the National Health 
Service Act and Regulations thereunder. 

Applications, giving full particulars of age, qualifications, 
experience, and appointments held, together with the names of 
3 referees, are to be sent immediately to the undersigned at 
Clayton Hospital, Wakefield. 

, W. ReaD, Secretary, 
Hospital Management Committee No. 9, Wakefield A Group. 
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WARWICK. CENTRAL MENTAL HOSPITAL, near 
WARWICK. JUNIOR HOSPITAL MEDICAL OFFICER 
required at the above Hospital, which contains 1600 Beds, 
including a Neurosis Unit and inpatient and outpatient clinics 
for adults and children. Postgraduate instruction is given. 
Salary £700 p.a. (for an officer appointed not less than 2 years 
after registration as a medical practitioner)—£50-£1000 p.a. 
A good house or, alternatively, a flatlet is available for which 
a charge will be made. The appointment is pensionable under 
a. National Health Service (Superannuation) Regulations, 
J 


_Applications should be sent to the Medical Superintendent, 

giving the names and addresses of 3 referees, within a fortnight 
of the appearance of this advertisement. 
WARWICK HOSPITAL. (253 Beds.) South Warwickshire 
HOSPITAL GROUP NO. 14. Required, RESIDENT HOUSE 
SURGEON (Male or Female). Good experience in general and 
thoracic surgery units. Salary at the rate of £350-£450, depending 
upon experience, less £100 p.a. for residential emoluments. 

Applications, with 2 recent testimonials, should be sent to 

the Medical Superintendent, Warwick Hospital, Lakin-road, 
Warwick. 
WARWICK HOSPITAL. (253 Beds.) South Warwickshire 
HOSPITAL GROUP NO. 14. Required, RESIDENT SECOND 
ORTHOPAEDIC HOUSE SURGEON. Well-equipped Ortho- 
peedic and Fracture Unit of 51 Beds linked with Casualty 
Department. Salary £350-£450, according to experience, less 
£100 for residential emoluments. 

Applications, with 2 recent testimonials, should be forwarded 

to the Medical Superintendent, Warwick Hospital, Lakin-road, 
Warwick. 
WESTCLIFF HOSPITAL, Balmordi-road, Westcliff-on- 
SEA. Required, RESIDENT HOUSE MEDICAL OFFICER 
at the above Hospital, post vacant 2nd April, 1951. Salary 
applicable to House Officers, according to previous posts held. 
The Hospital deals with communicable diseases in its widest 
sense—e.g., common exanthemata, primary pneumonias, infec- 
tions of the nervous system, tuberculosis, infective hepatitis, 
gastroenteritis, &c. In addition there is a ward for general 
medical cases. The appointment covers a wide field of medicine 
including peediatrics and offers excellent training for general 
practice. 

Applications, stating age, nationality, experience, and copies 
of 3 recent testimonials, to be sent to the Secretary at the 
above Hospital as soon as possible. J. C. FIELD, Secretary. 


WHISTON. COUNTY HOSPITAL. (880 Beds.) Applica- 
tions are invited from suitably qualified practitioners for the 
following appointments :— 

RESIDENT OBSTETRICAL AND GYNACOLOGICAL 

HOUSE SURGEON. 

RESIDENT PACDIATRIC HOUSE PHYSICIAN. 

6 months’ appointment. Salary £350-£50-£450 p.a., accord- 
ing to experience, less £100 for residential emoluments. The 
posts are recognised for the M.R.C.O.G. and D.C.H. examina- 
tions, respectively. 

Applications to be forwarded as soon as possible to— 

N. RICHARDS, Secretary, 
St. Helens and District Hospital Management Committee. 

Group Office, County Hospital, Whiston, near Prescot, Lancs. 
WINCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the full-time post of 
REGISTRAR or SENIOR REGISTRAR to the Department 
of Physical Medicine in the above Group, to work at the main 
Hospital(s) and in the Peripheral Departments. Non-resident. 
The work will include all branches of Physical Medicine and the 
post is recognised by the Examining Board in England for 
Part II of the D.Phys.Med. 

Forms of application may be obtained from the Secretary of 
the Winchester Group Hospital Management Committee, Royal 
Hampshire County Hospital (stamped addressed envelope should 
be sent), and must be completed and returned by 24th 
February, 1951. es ey 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (326 Beds.) WINCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE SURGEON to the Orthopedic Depart- 
ment, vacant Ist March, 1951. Salary at the rate of £350, £400, 
or £450 a year, according to experience, less £100 for board 
and residence. 

Applications, with copies of 2 testimonials, should be sent to 
the Secretary. 


WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (326 Beds.) WINCHESTER GROUP HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER (non-resident) 
in the Casualty and Orthopedic Departments, vacant 20th 
March, 1951. Salary £670 p.a. The appointment will be for 
12 months in the first instance. 

Applications, with copies of 2 recent testimonials, to the 
Secretary, Royal Hampshire County Hospital. 


WINDSOR. KING EDWARD vil 
OBSTETRICAL AND GYNASCOLOGICAL 
GEON required, post vacant Ist April. 
— Surgeon to Pediatric Department. 
scale. 

Applications, with copies of recent testimonials or names of 
3 referees, stating age, qualifications with dates, and nationality, 
to be sent to the Administrative Officer. 


WORCESTER. POWICK MENTAL HOSPITAL, near 
WORCESTER. SOUTH WORCESTERSHIRE HOSPITAL MANAGEMENT 
COMMITTEE. Locum Tenens MEDICAL OFFICER of Registrar 
status required at above Hospital. Experience of men 
hospitals not essential but desirable. Salary and conditions in 
accordance with the terms for hospital medical staff. 

Apply as soon as possible, stating full particulars, together 
with names of 2 referees, to the Medical Superintendent. 
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WATFORD MATERNITY HOSPITAL, King-street, 
WATFORD. (53 Beds.) Required, RESIDENT OBSTETRICS 
OFFICER, post vacant Ist April, 1951. Appointment tenable 
for 6 months. National scale of salary according to experience. 
Post is recognised by the Royal College for the Diploma. 

Applications, with copies of 3 testimonials, to the Adminis- 
trator as soon as possible. 


WOLVERHAMPTON HOSPITAL MANAGEMENT COM- 


MITTEE, GROUP NO. 16, BIRMINGHAM REGION. Applications 
invited from registered medical practitioners for following 
appointments :— 


The Royal Hospital, Wolverhampton (an Associated 
— of the University of Birmingham Medical 


01) ; 
HOUSE SURGEON (Fracture and Orthopedic Department), 
SENIOR Ho HOUSE a (Ear, Throat and Nose Depart- 
— i SURGEON” (Ear, Throat and Nose Department), 


HOUSE. SURGEON (general surgery), vacant now. 
New Cross Hospital, Wolverhampton 

HOUSE PHYSICIAN, vacant now. 

All appointments subject to terms and conditions of service 
issued by the Ministry of Health. 

Applications, with copies of 3 recent testimonials, to be sent 
to W. CocKBURN, rete Seceviesy. 

_ The Royal Hospital, Yolverhampton. 
YORK A AND TADCASTER HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited from registered 
medica! practitioners for the following posts :— 
County Hospital, York creme Hospital of 269 Beds) 
~— — York (Modern General Hospital of 265 
eds 
Yearsley Bridge Hospital, York (Infectious Diseases 
Hospital of 86 Beds) 

JUNIOR HOSPITAL MEDICAL OFFICER (pediatrics 
and infectious diseases). To spend approximately half of time 
in connection with pediatric duties at the County Hospital 
(22 pediatric Beds), City Hospital (32 peediatric Beds), and 
other hospitals in the group, and approximately half of time at 
Yearsley Bridge Hospital. Candidates should have had previous 
experience of peediatrics and infectious diseases. Preference 
will be given to holders of the D.C.H. Salary £700—£50-£1000, 
with deduction of approximately £170 if resident. The post is 
vacant immediately. Residential accommodation is eed 
otherwise applicant will be required to live near hospita 

County Hospital, York (General Hospital of 360 Beds 
with full Consultant staff) 

CASUALTY OFFICER (with charge of Orthopedic Beds). 
The post is graded Junior Hospital Medical Officer, £700-—£50- 
£1000, and is vacant immediately. Residential accommodation 
is available but special] arrangements can be made if the applicant 
wishes to be non-resident or partly resident. The deduction for 
full residence! wil anes £153 p.a. but otherwise will be reduced or 

ESIDENT HOUSE PHYSICIAN. Post vacant from 10th 
March, 1951, for period of 6 months. Salary £350 for first 
post held, £400 for second post and £450 for third post, less 
£100 for residence. 

Applications, giving details of age, nationality, experience, 
and qualifications, together with the names of 2 referees, to be 
forwarded immediately to— 

FRANK A. MILNES, F.H.A., A.L.A.A., Secretary, 
York A and Tadcaster Hospital Management Committee. 

__Bootham Park, York. 

NEW JERSEY. ST. ELIZABETH ~ HOSPITAL, : 204, 
South Broad-street, ELIZABETH 2, N.J. Large Hospital, 275 
Beds, general rotating service of gt year ward and private in 

branches of medicine and surgery, including the specialties 
and contagious pavilion. Metropolitan area of New Jersey, 
15 miles from New York City, grade A applicants from grade A 
schools ; frequent clinical conferences ; weekly seminar ; 
excellent medical and surgical library ; salary $100 per month, 
with full maintenance. 

Apply to Chairman, Intern Committee, St. Elizabeth Hospital, 
Elizabeth, New Jersey. 





Affiliated with Albany Medical College. ) Available at above 
ospital beginning Ist July y, 1951, the following positions : 
2-year ROTATING INTERNSHIPS, SURGICAL INTERN- 
SHIPS, and 3-year RESIDENCIES in General Practice. 
For further informzition write : J. K. MENEELY, Jr., M.D., 
Assistant Dean, Albany Medical College, Albany, 1, N.Y. 





Public Appointments 


STATES OF GUERNSEY. Medical Superintendent 
(Psychiatrist). The closing date for the receipt of applications 
for the post advertised 3rd February, 1951, has been extended 
to 26th February, 1951. 
STOKE-ON-TRENT. CITY OF STOKE-ON-TRENT. 
PUBLIC HEALTH DEPARTMENT. Applications are invited from 
qualified medical practitioners (Women) for posts of ASSISTANT 
MEDICAL OFFICER in the Maternity and Child Welfare Ser- 
vices. Candidates should have experience in diseases of children 
and obstetrics. Opportunity will be given for hospital contact 
with both peediatrics and obstetrics. The possession of a D.P.H. 
or D.C.H. will be an advantage. Salary £935 p.a. The appoint- 
ment wil] be subject to the provisions of the National Health 
Service (Superannuation) Regulations, 1950, and the successful 
candidates will be required to pass a medical examination. 
Forms of application may be obtained from the Medical 
Officer of Health, Public Health Department, Glebe-street, 
Stoke-on-Trent, to whom completed forms should be returned 
accompanied by copies of not more than 3 recent testimonials, 
as soon as possible. .... HARRY TAYLOR, Town Clerk. 








CAMBRIDGE. COUNTY OF CAMBRIDGE. Applications 
are invited from duly qualified and registered medical practi- 
tioners who possess a Diploma in Public Health, Sanitary 
Science, or State Medicine, for the joint appointment of Whole- 
time DISTRICT MEDICAL OFFICER OF HEALTH for 
the County Districts of Cambridgeshire (with the exception of 
the Cambridge Borough) and DEPUTY COUNTY MEDICAL 
OFFICER and DEPUTY SCHOOL MEDICAL OFFICER. 
The appointment will be determinable by 3 months’ notice on 
either side. As District Medical Officer of Health, the officer 
will be responsible for performing his/her duties to each of the 
following District Councils :— 

Chesterton Rural District Council. 

South Cambridgeshire Rural District Council. 

Newmarket Rural District Council. 

As Deputy County Medical Officer he/she will act under the 
general control and supervision of the County Medical Officer 
of Health, and will be required to perform such duties as Deputy 
School Medical Officer and such other duties as the County 
Council prescribe. The salary will be £1650 p.a., rising by 
annual increments of £50 to a maximum of £1900, or such 
other salary as may be determined by any national agreement. 
Travelling and subsistence allowances will be payable in accord- 
ance with the County Council scale. The appointment is subject 
to superannuation and the successful applicant will be required 

to pass a medical examination. The appointment of District 
Medical Officer of Health is subject to the approval of the 
Minister of Health and to the provisions of Section 110 of the 
Local Government Act, 1933, and the Sanitary Officers (Outside 
London) Regulations, 1935. 

Applications for the appointment, duly endorsed, accompanied 
by copies of 3 recent testimonials, should be addressed to the 
Chairman of the Joint Committee at the County Hall, Hobson- 
street, Cambridge, not later than 17th February, 1951. 


CIVIL SERVICE COMMISSIONERS invite applications 
from Men for a permanent post of SENIOR SCIENTIFIC 
OFFICER at the Royal Air Force Acoustics Laboratory in 
London under the Air Ministry. Candidates must have been 
born on or before Ist August, 1920, and must have a first or 
second class honours degree in physics and some knowledge 
of electro acoustics and electronics with experience in the 
planning of research. They should have an interest in the 
application of physics to medical problems arising from research 
on hearing, and should be familiar with statistical procedures. 
Salary scale £700—£25-£900. Starting salary within the limit 
of £700-£€800 will be determined on an assessment of the 
successful candidate's qualification and experience. Superannmua- 
tion provision within the F.S.S.U. % 

Further particulars and application forms from Civil Service 
Commission, Scientific Branch, Trinidad House, Old Burlington- 
street, London, W.1, quoting no. S4002/51. Completed application 
forms must be returned by 14th March, 1951. Candidates 
born between 2nd August, 1920, and Ist August, 1925 (inclusive) 
may be considered but must apply through the open competition 
under normal regulations already announced (no. 3399). 


CIVIL SERVICE COMMISSIONERS invite applications 
for pensionable appointments as MEDICAL OFFICERS in the 
Home Civil Service ; some posts are in London and some outside. 
Vacancies are expected in the Ministry of Civil Aviation, Ministry 
of National Insurance (Regional Medical Officers), Ministry of 
Pensions, Prison Commission, and Ministry of Supply. Vacancies 
may also arise in other Departments. Candidates must be fully 
qualified and registered medical practitioners not less than 
28 on Ist December, 1950. Salary in London £1100 (linked to 
age 35)-—£1600. This scale is at present under review by an 
Independent Committee. Salaries for posts outside London are 
somewhat lower. 

Full particulars and application forms from Secretary, Civil 
Service Commission, 6, Burlington-gardens, London, W.1 
(quoting 58/51) ; completed application forms must reach him 
by 28th February, 1951. 


COLONIAL MEDICAL SERVICE. In the larger Colonies 
MEDICAL OFFICERS are required for genera] duties, including 
hospital and district work. These appointments offer great 
scope for the practice of many branches of medicine and surgery 
with a considerable measure of independence and personal 
responsibility. Appointments can be made on a permanent 
basis with pension (non-contributory) at age of 50 or 55, orona 
temporary basis with gratuity. Secondment from the National 
Health Service can usually be arranged for periods up to 6 
years with continuation of superannuation contributions and 
the payment of a resettlement grant on reversion to the National 
Health Service. Salaries range from £860 to £1630 a year, the 
starting salary depending upon age and experience. In most 
territories in Africa the scale for newly appointed doctors with 
an approved higher qualification is £1050-£1600 a year, with a 
higher point of entry according to experience. There are many 
specialist and administrative posts with salaries above this 
scale available for officers in the Service on promotion. Free 
passages are granted in both directions. Income-tax is very 
low. Tours of service vary from 10 months in Nigeria to 4 
years in Kenya. Houses with heavy furniture are provided in 
most territories at a rent of about 10% of salary. Annual 
local leave is available and generous home. leave is granted after 
each tour. Study leave on full pay is available for those who 
wish to acquire higher qualifications. Social and recreational 
amenities are good. Officers serving in East and Central Africa 
usually prefer to educate their children within that area, where 
schooling is available, or in South Africa. The short tours in 
West Africa enable frequent visits to be made to children being 
educated at home. Many officers have their children with them 
in West Africa until they reach school age. 

Application forms can be obtained from the Director of 


Recruitment (Colonial Service), Colonial Office, Sanctuary 
Buildings, Great Smith-street, London, S.W.1. (Ref. no. 
27215/14.) 
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FACTORY DOCTORS: Factories Acts, 1937 and 1948. 
The following appointments as Appointed Factory Doctor under 
the Factories Acts, 1937 and 1948, are vacant. Applications 
should be sent to the Chief Inspector of Factories, 8, St. James’s- 
square, London, 8.W.1. 

Latest date for receipt 


District County of application 
SANDHEAD WIGTOWN 24TH FEBRUARY, 1951 
AYR .. e° AYR 24TH FEBRUARY, 1951 

HIS MAJESTY’S COLONIAL SERVICE, Barbados. 


MEDICAL SUPERINTENDENT required to be responsible 
generally for the supervision and management of the Barbados 
General Hospital. Appointment will be on agreement for 3 years, 
renewable. Salary is $5760 (£1200 a year: 1 Barbados dollar 
equals 4s. 2d.). Free furnished quarters provided, or an allowance 
in lieu of equivalent to 10% of salary. Passages provided for 
the Officer, his wife and family, on appointment and on satis- 
factory completion of agreement, up to a maximum of 3960 
(£200) each way. Income-tax at local rates. Leave is granted 
at the rate of 14 months for each year of resident service. 
Private practice is not allowed. The climate of Barbados is 
good. Secondary education is available for children in the 
Colony. Candidates (Male) must hold qualifications registrable 
in the United Kingdom and have had experience in hospital 
administration. 

Application forms may be obtained on request in writing 
(quoting reference no. 27215/7) from the Director of Recruitment, 
ow Office, Sanctuary Buildings, Great Smith-street, London, 


HIS MAJESTY’S COLONIAL SERVICE, Seychelles. 
MEDICAL OFFICER required for general duties. Appointment 
may be on 3 years’ probation for permanent and pensionable 
employment, or on secondment from the National Health 
Service for a period up to 6 years without loss of superannuation 
rights, and the payment on reversion to the National Health 
Service of a resettlement grant of 20% of the aggregate of 
salary during the period of secondment. Salary scale, including 
expatriation allowance is Rs.10,800-Rs.15,000 (£810-£1125 a 
year: Rs. 1 equals Is. 6d.). Quarters provided at a low rental. 
‘ree passages on appointment for officer, wife, and up to 
3 children, and on leave for the officer, wife, and up to cost of 
1 adult passage for children. Income-tax at low rates. Tour 
of duty is 2-3 years. Generous home leave. Candidates must 
possess medical qualifications registrable in the United Kingdom, 
and have had at least 12 months’ postgraduate experience. 

Application forms can be obtained from the Director of 
Recruitment (Colonial Service), Colonial Office, Sanctuary 
Buildings, Great Smith-street, London, S.W.1 (quoting reference 
27215/115). 


HIS MAJESTY’S COLONIAL SERVICE, Gibraltar. 
MEDICAL OFFICER required for general duties at Government 
hospitals or elsewhere in Gibraltar. Appointment will be on 
3 years’ probation for permanent and pensionable employment. 
Salary scale is £660-£960 p.a., plus expatriation allowance of 
10% of basic salary. Moiety of operation and consultation fees 
is retained but private practice is precluded. Free unfurnished 
quarters provided. -Free passages provided on first appointment 
and on leave for the officer and his family, including up to 
3 children. Income-tax at local rates if introduced. Tour of 
service is 24 months. Generous home leave. Candidates must 
possess qualifications registrable in the United Kingdom. 

Application forms may be obtained on request in writing 
(quoting reference no. 27215/168) from the Director of Recruit- 
ment, XK Office, Sanctuary Buildings, Great Smith-street, 
London, 5... 


HIS MAJESTY’S COLONIAL | SERVICE, | 
ISLANDS. DISTRICT MEDICAL OFFICER 
St. Lucia. Appointment will be on 2 years’ 
permanent and pensionable employment. 
$1920—$2880 (£400-£600 a year: 1 West Indian dollar equals 
4s, 2d.), plus an allowance of £100 a ye. and a temporary 
cost-of-living allowance of $192 (£40) a year. An allowance of 
£50 a year is payable in lieu of quarters. Free passages provided 
on first appointment for the officer, his wife, and children, not 
exceeding 5 persons in all. Income-tax at low rates. Generous 
home leave. Private practice is permitted. Candidates should 
have had some surgical experience. 

Application forms may be obtained on request in writing 
(quoting reference no. 27215/110) from the Director of Recruit- 
ment, Colonial Office, Sanctuary Buildings, Great Smith-street, 
London, S.W.1. 


MIDDLESEX COUNTY COUNCIL. 
DEPARTMENT. ASSISTANT MEDICAL 
Female) required initially in Area 8 (Uxbridge, Ruislip-North- 
wood, Yiewsley/West Drayton, Hayes/Harlington). Duties 
mainly supervision of health of young children attending Infant 
welfare centres, toddlers clinics and day nurseries with 
routine medical inspection at schools and attendance at clinics 
for school-children, D.P.H. or D.C.H. an advantage. Salary 
£675-£25-£875 p.a., plus cost-of-living bonus (now £60 p.a.) 
subject to review. Similar or previous Local Authority service 
will determine commencing salary as Askwith memorandum. 
Established subject to medical examination and prescribed 
conditions. 

Applications (no forms), names of 2 referees, to Area Medical 
Officer, Loeal County Offices, High-street, Uxbridge, by 3rd 
March (quoting J.43.L.). Canvassing disqualifies. 

C. W. RADCLIFFE, Clerk of the County Council. 


MOSS SIDE HOSPITAL FOR MENTAL DEFECTIVES, 

MAGHULL, near LIVERPOOL. (460 Beds.) Locum MEDICAL 

OFFICER required immediately. The post is resident and 

the salary £670 p.a., less £141 10s. p.a. for emoluments. 
Applications to the Medical Superintendent. 





Windward 
required for 
probation for 
Salary scale is 


~ County Health 
OFFICER (Male or 








TREASURY MEDICAL SERVICE. Applications are 
invited from medical practitioners, practising in the districts 
detailed below, for appointment, in a part-time and mainly 
advisory capacity, as LOCAL TREASURY MEDICAL 
OFFICER for each of the places or groups of places shown. 
The town shown in brackets after the place-names indicates 
the Head Post Office Area in which the place, or group of places, 
is situated. Successful applicants will be required to examine 
and report on the condition of certain Government officers, 
teachers, candidates for appointment, &c., who may be referred 
to them from time to time ; and to attend when summoned 
to an emergency case of accident or sudden illness occurring 
in a Government office in the neighbourhood. Fees for this 
work, and mileage allowance where necessary, will be paid on 
a scale agreed with the British Medical Association. 

Intending applicants should write, within 14 days, to the 
Treasury Medical Adviser, Treasury Chambers, Whitehall, 
S.W.1, for a form in which application may be made. Applicants 
should normally be not more than 60 years of age. 

The places for which applications are invited are as follows :— 

ENGLAND AND WALES 

Crook (Bishop Auckland). 

Willerby, Hessle, Anlaby, Kirk Ella, and Swanland (Hull). 

Liskeard. 

Keswick (Penrith). 

Southborough (Tunbridge Wells). 

SCOTLAND 

Braemar (Aberdeen). 

Kemnay (Aberdeen). 

Invergowry, Longforgan, and Inchture (Dundee). 





General Practice 
For an Executive Council post apply on form E.C. 16a obtainable from 
e council. Mark envelope *‘* Vacancy.’ 





HIGHFIELDS, LEICESTER. Applications invited for 
urban VACANCY. List at present approximately 2350. Resi- 
dence and surgery available for purchase. Apply on Form 
E.C.16a to the undersigned, not later ' 28th February, 1951. 
Cc. 3ALL, 
Clerk of the Leicester Executive Council. 
96, London-road, Leicester. 





Hospital Services : Non-Medical Appointments 


BEXLEY HOSPITAL, Dartford Heath, Bexley, 
(1220 Female Beds.) ASSISTANT MATRON. Applications 
are invited for this post from doubly qualified nurses with 
ward sister’s experience who wish to take up administrative 
work in a progressive mental hospital. 

Written application to_be made to the Matron. 
GROUP 25 BIRMINGHAM (SELLY OAK) HOSPITAL 
MANAGEMENT COMMITTEE. 2 TECHNICIANS are required for 
this Group, the Central Laboratory of which is at Selly Oak 
Hospital. Applications are desired from Associates or Fellows 
of the Institute, though one of the vacancies might be filled by 
appointing, as Junior Technician, an applicant who has passed 
the Intermediate Examination. A new laboratory is shortly 
to be opened in the Group ; a suitable applicant would be 
considered for charge of this laboratory with the grading of 
Senior Technician. Whitley Council scale and conditions. 

Detailed applications, accompanied by copies of recent 
testimonials, to be sent to the Pathologist, Selly Oak Hospital, 
Birmingham, 29. 





Kent. 





Miscellaneous 


British Medical Association. The Council of the British 
Medical Association invites applications from registered medical 
practitioners for the appointment of Assistant Secretary. The 
salary for the post will be on the scale of £1500, rising by annual 
increments of £100 to €2200 a year. The Association’s super- 
annuation scheme will apply to the post. The appointment will 
be terminable by 6 months’ notice on either side. 

There is no special form of application, and applications, with 
full particulars of qualifications, experience, age, Kc., together 
with the names and addresses of 3 persons to whom reference 
may be made, should be sent to the Secretary of the Association, 
B.M.A. House, Tavistock-square, London, W.C.1, to arrive not 
later than With February, 1951. 





Surgeon Specialist “required for ‘Middle East duty in n large 
British industrial organisation. Applicants should hold quali- 
fication of F.R.C.S. or equivalent and have had experience in 
general surgery, gynecology, and midwifery. Age preferably 
30 to 35. Salary (incremental) from £1300, plus substantial 
allowances and free furnished quarters. Biennial (paid) home 
leave. Pensionable service.—Write, quoting no. 61 to Box 
3953, c/o CHARLES BARKER & Sons Lrtp., 31, Budge-row, 
London, E.C.4. 
Experienced medical 
M.R.C.0.G. Books, 
3205. 

* Pregnancy Diagnosis by the Xenopus. Method.” 24-hour 
service.—Send specimen of urine and £1 1s. fee to: M.O. 
LABORATORIES LTD., 24, Welbeck-way, London, W.1. 
Microscopes. Highest prices paid for good modern types. 
Send or bring your equipment for valuation.—WALLACE 
HeaTON LTp.. 127, New Bond-street, W.1 (MAYfair 6511). 
Applicants for posts requiring testimonials copied or or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE LTD., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 


Secretary. - Typing of MSS. 
&c.—Phone : HENDERSON, WIMbledon 
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NEMBUTAL 


Regd. Trade Mark 


AND BELLADONNA 





Since Nembutal was first introduced in 1930, clinical experience 
has proved that doses adjusted to the need can provide any 
desired degree of cerebral depression—from mild sedation 

to deep hypnosis. The small dosage required means less drug 

to be inactivated, shorter duration of action, greater latitude 

of clinical safety and definite economy in cost. 

To the already extensive range of Nembutal products, Abbott 
Laboratories have recently added a-combination of Nembutal 
and Belladonna in capsule form. Nembutal relieves psychic 
tension—Belladonna alleviates spasm and diminishes the secretion 
of hydrochloric acid. This efficient therapeutic combination can 
be used to obtain symptomatic relief in peptic ulcer, colitis, 
biliary spasm and various other conditions characterised 

by spasmodic abdominal pain. 


Each capsule contains :— 


Nembutal (Pentobarbitone Sodium B.P.) } gr. (32 mg.). Extract Belladonna 
B.P. } gr. (12.5 mg.). Equivalent to about 7 minims Tincture Belladonna. 


Dosage :— 
1 capsule 3 to 4 times daily. Supplied in bottles of 100. 


bbott 


Literature available on request to (Dept. Lr ) 
ABBOTT LABORATORIES LIMITED 
3 Wadsworth Road, Perivale, Greenford, Middx. 
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A NEW TREATMENT FoR 


Whooping Cough 


The cough, the whoop, and the vomiting haye been 

successfully controlled* by the use of ‘Eumydrin’ Drops 
(alcoholic solution 0.6%), given in milk or water, four-hourly. 
A dosage system has been worked out, 

and clinical trial is recommended in children of any age. 


Professional literature is available on request. 


* Reference: Guy's Hospital Gazette, Oct. 7th 1950, p. 380. 


*EUMYDRIN’ is 
the Registered Trade Mark 


Brand of ATROPINE 


DROPS METHONITRATE. 





PRODUCTS LTD., AFRICA HOUSE, KINGSWAY, LONDON, W.C.2_ 














